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The  Quiet  Art 


It  was  his  part  to  learn  the  powers  of  medicines 
and  the  practice  of  healing,  and  careless  of  fame, 
to  exercise  that  quiet  art. 

The  above  was  written  shortly  before  the  death  of 
its  author,  the  Latin  poet  Vergil,  in  September  of 
19  B.C.  It  is  from  the  12th  book  of  Vergil’s  great 
work,  the  Aeneid,  once  considered  the  supreme  epic 
of  the  Roman  world,  therefore  required  reading  for 
many  generations  of  Latin  students. 

Vergil  is  still  considered  the  most  nearly  Christian 
of  the  early  pagan  (or  pre-Christian)  poets.  The  Aeneid 
was  the  mythical  history  of  the  Roman  world  (the 
Trojan  Horse  is  there)  in  which  Vergil  attempted  to 
lay  forth  a great  body  of  moral  values  to  guide  the 
future  aspirations  of  the  Empire.  Not  satisfied  with  the 
Aeneid,  he  had  directed  that  the  work,  unfinished  when 
he  died,  be  destroyed  posthumously.  His  friends  re- 
fused to  comply  with  his  wishes,  and  Western  civili- 
zation is  the  richer  for  their  betrayal. 

The  single  quote  above,  from  the  last  unfinished 
volume  of  the  epic,  is  on  the  title  page  of  one  of  the 
most  remarkable  little  books  on  the  art  and  science  of 
medicine  to  come  my  way  — The  Quiet  Art,  first 
published  some  35  years  ago  in  London  and  Edinburgh 
by  Dr.  Robert  Coope  and  just  recently  republished, 
with  permission,  by  the  University  of  Alabama  School 
of  Medicine. 

The  UAB  reprint  is  appropriately  dedicated  to  the 
late  Tinsley  R.  Harrison,  M.D.,  whose  picture  appears 
on  the  cover.  The  dedicatory  page  contains  two  brief 
quotes  from  Dr.  Harrison’s  introduction  to  his  classic 


medical  text,  now  known  as  Harrison’s  Principles  of 
Internal  Medicine.  These  deserve  inclusion  in  this 
splendid  little  anthology. 

Dr.  Harrison  wrote: 

“No  greater  opportunity,  responsibility,  or  obliga- 
tion can  fall  to  the  lot  of  a human  being  than  to 
become  a physician.  In  the  care  of  the  suffering,  he 
needs  technical  skill,  scientific  knowledge,  and  hu- 
man understanding.  He  who  uses  these  with  cour- 
age, with  humility,  and  with  wisdom  will  provide 
a unique  service  for  his  fellow  man,  and  will  build 
an  enduring  edifice  of  character  within  himself.  The 
physician  should  ask  of  his  destiny  no  more  than 
this;  he  should  be  content  with  no  less.’’ 

*** 

“Tact,  sympathy,  and  understanding  are  expected 
of  the  physician,  for  the  patient  is  no  mere  collection 
of  symptoms,  signs,  disordered  functions,  damaged 
organs,  and  disturbed  emotions.  He  is  human,  fear- 
ful, and  hopeful,  seeking  relief,  help,  and  reassur- 
ance. To  the  physician,  as  to  the  anthropologist, 
nothing  human  is  strange  or  repulsive.  The  misan- 
thrope may  become  a smart  diagnostician  of  organic 
disease,  but  he  can  scarcely  hope  to  succeed  as  a 
physician.  The  true  physician  has  a Shakespearean 
breadth  of  interest  in  the  wise  and  the  foolish,  the 
proud  and  the  humble,  the  stoic  hero  and  the  whin- 
ing rogue.  He  cares  for  people.’’ 

I am  sure  most  of  you  read  these  words  long  ago. 
But  in  1988,  a time  when  medicine  is  being  so  badly 


July  1988  / 5 


used  in  the  tumult  and  shouting  of  today’s  marketplace, 
Dr.  Harrison’s  words  may  resonate  anew  with  the  kind 
of  pristine  beauty  you  will  revisit  throughout  The  Quiet 
Art. 

From  Dean  James  A.  Pittman’s  introduction  to  the 
UAB  edition  of  The  Quiet  Art,  I learned  that  the  an- 
thologist, Dr.  Robert  Coope,  was  himself  regarded  “as 
preceptor  by  young  physicians  throughout  the  world.  ’’ 
Reading  his  anthology  of  short  writings  from  medi- 
cine’s rich  history  I can  understand  why.  His  selections 
reflect  the  tastes  of  a physician  deeply  inbued  with  the 
humanistic  tradition  of  medicine. 

In  The  Quiet  Art  you  will  find  short  passages  of 
such  diversity  as:  from  the  Gospel  of  St.  John  (the 
first  selection)  to  Pasteur;  Hippocrates  to  Oliver  Wen- 
dell Holmes;  Francis  Bacon  to  George  Bernard  Shaw; 
Shakespeare  to  Joseph  Conrad;  Harvey  Cushing  to 
Charles  Dickens;  Chaucer  to  Lister;  Plato  to  Kipling 
— and  so  on.  It  is  a feast  of  samplings  from  the  greats 
of  medicine  and  literature,  sufficient  to  recharge  the 
batteries  of  physicians  exhausted  and  dispirited  by  the 
hurly-burly  of  forces  buffeting  their  ancient  art. 

Suffice  it  to  say  that  reading  here  and  there  in  this 
small  treasure  trove  reinforced  my  already  strong  con- 
viction that  I made  a wise  career  choice  a dozen  years 
ago  when  I joined  forces  with  Alabama  doctors.  While 
I know  that  many  physicians  may  be  turned  off  by 
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such  a recommendation  from  the  laity  as  the  one  I am 
about  to  make,  I am  emboldened  to  make  it  anyway; 

The  Quiet  Art  belongs  on  the  bedside  table  of  every 
physician,  for  readings  of  a few  seconds  to  an  hour  or 
more,  and  for  constant  re-reading.  Last  month  I quoted 
Oliver  Wendell  Holmes,  M.D.,  on  pseudo-science, 
which  I first  read  in  The  Quiet  Art.  I do  not  intend 
now  to  dilute  your  joy  and  rejuvenation  from  The  Quiet 
Art  by  more  than  these  brief  samples: 

Sir  Bland  Sutton:  “I  divided  my  life  into  three  parts: 
in  the  first  I learned  my  profession,  in  the  second  I 
taught  it,  in  the  third  I enjoy  it.’’ 

William  James:  “As  for  me,  my  bed  is  made.  I am 
done  with  great  things  and  big  things,  great  organi- 
zations and  big  successes.  And  I am  for  those  tiny, 
invisible,  molecular  forces  which  work  from  individ- 
ual to  individual,  creeping  in  through  the  crannies  of 
the  world  like  so  many  soft  rootlets,  or  like  the  cap- 
illary oozing  of  water,  but  which,  if  you  give  them 
time,  will  rend  the  hardest  monuments  of  man’s  pride.  ’ ’ 

And  finally,  another  fragment  from  Dr.  Holmes:  “I 
have  in  my  heart  a plant  called  Reverence,  which  I 
find  needs  watering  at  least  once  a week.’’ 

I have  been  assured  by  Dr.  Pittman  that  his  office 
will  supply  you  a copy  of  The  Quiet  Art*  for  $6.95 
postpaid: 

Dean  James  A.  Pittman,  Jr.,  M.D. 

University  of  Alabama  School  of  Medicine,  UAB 

UAB  Station 

Birmingham,  AL  35294. 

This  is  my  guarantee:  once  you  have  dipped  into 
The  Quiet  Art,  you  will  be  buying  additional  copies 
as  gifts  to  children,  friends,  perhaps  even  a few  pa- 
tients. I know  of  no  better  bargain  in  currently  avail- 
able books.  B 


*The  Quiet  Art,  compiled  by  Robert  Coope,  M.D.,  E.  & S.  Livingstone  Ltd., 
Edinburgh  and  London,  1952;  1988  reprint  by  UAB,  with  permission  from  Longmans 
Publishing  Group,  Edinburgh,  U.K.;  288  pages  with  index,  foreword,  dedication  and 
addenda. 
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Massachusetts: 
Omen  or  Anomaly? 


This  month’s  President’s  Page  will  represent  a de- 
parture from  the  usual  editorial  column. 

Like  most  of  you,  I have  been  alarmed  with  the 
developments  in  the  State  of  Massachusetts  over  the 
past  several  years.  Knowing  that  the  Massachusetts 
Medical  Society  had  only  very  minimal  participation 
in  its  political  action  arm  by  the  State’s  physicians,  I 
had  assumed  that  lack  of  political  action  was  the  root 
cause  of  the  problems  in  Massachusetts. 

Recently,  however,  I had  occasion  to  spend  some 
time  with  an  internist  from  Boston,  and  his  remarks 
indicated  that  there  was  much  more  to  the  situation 
than  I had  perceived.  It  seems  to  me  that  all  of  us  can 
benefit  from  the  examination  of  the  Massachusetts  sce- 
nario. Therefore,  I have  decided  to  devote  this  column 
to  that  subject. 

I wish  to  thank  Dr.  Robert  Baldwin,  President,  and 
Wally  Carpenter,  Executive  Secretary,  of  the  Jefferson 
County  Medical  Society  for  supplying  background  ma- 
terial, and  I wish  to  thank  Bill  McDonald  of  MASA 
for  his  extensive  research  into  the  subject,  not  only  of 
the  recent  events  in  Health  Care  in  Massachusetts  but 
also  the  social  background  present  in  the  State. 

We  must  not  over-simplify  the  Massachusetts’  case 
or  over-generalize  its  meaning  for  the  future  of  med- 
icine in  our  country.  When  physicians  see  a sudden 
acute  illness,  and  Massachusetts  appears  to  be  exactly 
that,  it  is  natural  to  search  for  a pathogen,  but  the 
etiology  of  the  Massachusetts  illness  is  far  more  com- 
plicated than  a single  cause  and  effect  equation. 

As  most  physicians  know  by  now,  mandatory  Med- 


icare assignment  was  made  a condition  of  licensure 
and  recertification  by  the  legislative  act  of  1985  (Chap- 
ter 475).  The  Massachusetts  Medical  Society  mounted 
a vigorous  challenge  to  the  constitutionality  of  the  act, 
contending,  among  other  things,  that  licensure  has  his- 
torically been  limited  to  a physician’s  capacity,  com- 
petency and  fitness;  and  that  this  was  an  illegal  use  of 
that  process  as  a club  to  force  compliance  with  a social 
objective,  reduced  costs  to  the  elderly.  It  mattered  not, 
the  Society  claimed,  whether  that  objective  was  wise 
or  unwise.  In  either  case,  it  was  an  abuse  of  state 
power. 

Further,  the  Society  contended,  here  was  a state 
legislature  attempting  to  enforce  compliance  with  a 
federal  statute  when  even  Congress  itself  had  rejected 
mandatory  assignment. 

The  AMA  joined  in  the  attempt  to  overturn  Chapter 
475  as  abhorrent  to  the  constitutional  freedoms  of  phy- 
sicians and  patients  alike.  Not  only  had  Congress  re- 
jected mandatory  assignment,  the  Society  was  able  to 
show,  but  the  director  of  the  U.S.  Office  of  Manage- 
ment and  Budget  had  flatly  stated  the  opposition  of 
the  Reagan  Administration. 

The  Society  lost  in  the  district  and  appeals  courts 
when  both  rejected  its  claim  that  the  legislature  had 
violated  the  Due  Process  clause  in  the  U.S.  Consti- 
tution. On  Oct.  9,  1987,  the  U.S.  Supreme  Court 
denied  the  petition  for  review. 

Chapter  475  has  thus  passed  constitutional  muster 
and  must  be  considered  a clear  and  present  danger  in 
every  state  of  the  union.  Indeed,  passage  of  similar 
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state  laws  has  been  attempted  in  at  least  16  states  and 
three  or  four  already  have  comparable  statutes  on  the 
books. 

It  is  easy  for  us  to  blame  Massachusetts  doctors  for 
being  asleep  at  the  switch  when  the  social  pressures 
developed  for  passage  of  such  legislation  as  this,  which 
now  threatens  all  of  us  by  its  precedence.  But  Mas- 
sachusetts is  a special  case  that  raises  a caution  flag 
against  our  rush  to  judgment. 

In  Massachusetts  the  legislature  is  formally  labeled 
the  “General  Court,”  a curious  title  that  invites  ex- 
amination of  the  state’s  history.  That  history  will,  I 
believe,  demonstrate  that  Chapter  475  and  the  sub- 
sequent Universal  Health  Insurance  Act  were  evolu- 
tionary in  that  state  rather  than  revolutionary.  The  root 
causes  go  way  back. 

We  all  know  that  the  Pilgrims  landed  at  Plymouth, 
Massachusetts,  in  1620  and  that  there  was  subse- 
quently established  a theocratic  government  in  which 
moral  authority  was  imposed  on  all  in  the  name  of  the 
diety.  Dissent  was  suppressed  and  harshly  punished. 
But,  in  the  17th  Century,  life  in  the  new  world  was 
hard  and  uncertain,  and  Puritans  took  it  seriously.  Thus 
contradictions  that  we  see  today  had  their  inception  in 
that  century;  order  was  enforced,  freedom  as  we  know 
it  was  severely  circumscribed. 

But  the  Puritans  believed  in  the  importance  of  every- 
one learning  to  read  the  Bible.  Out  of  this  came  public 
education,  bom  there  in  Massachusetts,  to  be  crowned 
in  later  years  by  such  excellent  institutions  as  Harvard, 
MIT,  Brandeis,  Radcliffe,  Holy  Cross,  Smith,  Clark, 
Amherst. 

The  list  goes  on.  America  owes  much  to  the  Mas- 
sachusetts experience,  for  all  its  ambiguities  and  co- 
nundmms.  It  is  difficult  for  us  here  in  Alabama  to 
comprehend  some  of  the  contradictions.  The  history 
of  the  state  is  one  of  extremes. 

We  find  it  hard  to  comprehend,  for  example,  the 
witchcraft  hysteria  that  reached  its  climax  in  Salem  in 
the  summer  of  1692.  Before  it  was  over,  19  persons 
were  hanged  and  one  cmshed  to  death  for  refusing  to 
admit  they  were  witches.  We  find  it  hard  to  balance 
such  violent  excess  with  the  superb  patriotism  dis- 
played by  the  Massachusetts  militia  in  the  next  century 
against  the  British  at  Lexington,  Concord  and  Bunker 
Hill. 

We  find  it  just  as  puzzling  to  balance  in  our  minds 
the  fierce  moralistic  war  fever  generated  by  the  Mas- 
sachusetts abolitionists  on  the  cusp  of  the  Civil  War 
with  the  historical  fact  that  Massachusetts  maritime 
interests  were  the  principal  importers  of  slaves,  in  their 
“triangular  trade”  policy  of  molasses,  mm  and  slaves. 

Thus  while  the  nation  owes  much  of  its  freedom 
and  its  educational  excellence  to  the  Massachusetts 
experience,  at  the  same  time  the  intolerance  of  the 
Puritans,  and  in  more  recent  years  other  sects,  gives 
us  pause  to  ponder  the  persistence  of  the  belief  of  the 


early  Puritan  settlers  that  the  state  is  the  agency  of 
God’s  will  and  thus  infallible. 

We  saw  the  survival  of  this  kind  of  moral  tyranny 
in  the  vituperous  attacks  of  Senator  Ted  Kennedy  on 
Judge  Bork.  The  hellfire  and  brimstone  dispensed  by 
the  Massachusetts  Senator,  with  all  his  claims  to  moral 
rectitude,  could  have  come  as  easily  from  the  mouth 
of  old  Cotton  Mather  back  in  17th  Century  Salem.  I 
refer,  of  course,  to  the  Senator’s  unbridled  venom,  not 
to  the  merits  or  demerits  of  the  Bork  case. 

This  is  a long  wind-up  to  addressing  the  predicament 
of  Massachusetts  physicians  in  their  dealings  with  the 
General  Court,  or  legislature,  but  I think  the  past  is 
instmctive.  Massachusetts  lawmakers  today,  as  in  years 
past,  are  motivated  by  a singular  passion  for  doing 
justice,  as  they  see  it,  utterly  heedless  of  the  injustices 
done  in  the  process.  There  are  echoes  of  the  Puritan 
theocracy  in  the  General  Court  today. 

Even  as  I write  this.  Time  magazine  for  May  23 
carries  a long  critique  on  Harvard’s  Kennedy  School 
of  Government  (where  Governor  Dukakis  has  taught) 
as  reflecting  this  cold  disregard  of  feeling  in  its  em- 
phasis on  the  sterile  processes  of  government  policy- 
making — “a  trade  school  for  bloodless  bureaucrats,” 
Time  rather  ingratiously  describes  it.  Time  again: 

“To  those  who  think  governing  emanates  as  much 
from  the  heart  as  the  brain,  the  Kennedy  school  is, 
like  Dukakis,  too  systematic  and  process-oriented.  It 
is  politics  for  non-emoters  comfortable  with  decision 
trees  and  regression  analysis.” 

I submit  that  this  sort  of  governing,  justifying  any 
means  by  the  ends  to  be  achieved,  is  rooted  in  Mas- 
sachusetts history  and  is  part  and  parcel  of  the  phy- 
sician predicament  in  that  state.  Consider: 

In  1941,  47  years  ago,  the  General  Court  (again, 
the  legislature)  passed  the  predecessor  to  Chapter  475. 
That  was  the  act  known  as  Chapter  I76B,  simulta- 
neously creating  Blue  Shield  and  spawning  the  infa- 
mous ban  on  balanced  billing,  as  recalled  by  William 
M.  McDermott,  Jr.,  M.D.,  Massachusetts  Medical  So- 
ciety’s Executive  Vice  President,  in  a recent  history 
of  the  sad  chain  of  circumstances. 

Little  appreciated  at  the  time,  the  General  Court  in 
1941  sowed  the  seeds  that  are  bearing  such  bitter  fruit 
today.  Chapter  176B  empowered  the  Blues  with  the 
authority  of  discretionary  reimbursement  of  subscri- 
bers for  services  performed  by  non-participating  phy- 
sicians in  emergencies  and  out-of-state  circumstances. 
The  carrier  could  pay  or  not,  as  it  chose. 

In  1981,  the  state’s  highest  court  narrowly  inter- 
preted the  1941  law  as,  forbidding  any  reimbursement 
of  subscribers  whatsoever  for  non-participating  phy- 
sicians’ services,  except  in  emergencies  or  when  ren- 
dered out  of  state. 

What  had  been  discretionary  became  forbidden.  Dr. 
McDermott  recalls.  Thus  the  legislature  and  the  courts 

continued  on  page  12 
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lilThe  work  T m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  1 couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example.  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non -invasive  intracranial  pressure- monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high-altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact.  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General,  t! 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  l-SiDO-USA-ARMY. 
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without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailabiiily  of  the  hydrochlorothiazide 
component  of  'Dyazide ' is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly.  It  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  lACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide '.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropInlACTHI).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  lor  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
meltitus.  The  eflects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  efiect 
of  nondepolarizing  muscle  relaxants  such  as  lubocurarine 
Triamterene  is  a weak  folic  acid  aniagonisl.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly  Antihypertensive  eflects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  'Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A lew  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administeiing 
nonsteroidal  anti-inflammatory  agents  with  'Dyazide  '.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  Dyazide  ' interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  wilh  Dyazide  '.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilulional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  Dyazide ' should  be  withdrawn  before 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  ol  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  ol  lilhium  and  increase  the  risk  ol  lithium 
toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  bv  alcohol, 
barbiturates,  or  narcotics)  Necrotizing  vhculitis.  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  ol  acute 
interstitial  nephritis  have  been  reported  Impotence  has  been 
reported  in  a lav  patients  on  Dyazide '.  although  a causal 
relationship  has  not  been  established 
Supplied:  'Dyazide ' is  supplied  as  a red  and  while  capsule,  in 
bollles  ol  1000  capsules:  Single  Unit  Packages  (unit-dose)  of 
100  (intended  lor  Institutional  use  only):  in  Patient-Pak’"  unit- 
ol-use  bottles  of  100. 
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Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  ol  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  ol 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter! 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency  Periodically,  serum  K*  levels  should  be  determined. 
If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K' 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appearand  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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created  a “lock-out.”  The  companion  “lock-in”  pro- 
vision, which  banned  balance  billing,  formed  the  nu- 
cleus, Dr.  McDermott  writes,  “from  which  other  bans 
on  balance  billing  have  sprung.” 

Thus  for  almost  half  a century  Massachusetts  has 
had  a "uniquely  restrictive”  system,  Dr.  McDermott 
records . 

For  almost  20  years,  a total  ban  on  balance  billing 
has  applied  to  about  90%  of  the  carrier’s  subscribers 
and  more  than  80%  of  physician  claims.  A dozen  years 
ago,  reimbursement  levels  were  frozen,  followed  by 
newly  awarded  powers  over  the  timing  and  levels  of 
profile  updates,  with  any  annual  increases  capped  by 
the  CPI  in  Boston. 

The  Massachusetts  Society  filed  three  suits  in  1977, 
challenging  the  constitutionality  of  price-fixing,  charg- 
ing abrogation  of  contract  as  well.  Lock-in  and  lock- 
out constituted  market  monopoly,  the  Society  said. 

The  General  Court  (legislature)  retaliated  by  strip- 
ping the  Society  of  its  membership  voice  in  Blue  Shield. 
Although  a federal  court  subsequently  struck  down  the 
ban  on  balance  billing  as  an  illegal  restraint  on  trade, 
the  victory  was  short-lived:  the  Legislature  enacted 
provisions  making  the  ban  an  explicit  statutory  pro- 
vision, with  the  intent.  Dr.  McDermott  writes,  of  im- 
munizing it  from  federal  antitrust  laws. 

This,  then,  was  the  environment  in  which  the  federal 
court  of  appeals  in  1984  reversed  the  trial  court.  In 
April  1985,  the  U.S.  Supreme  Court  refused  to  review. 
Since  then.  Dr.  McDermott  says,  “lock-in,  lock-out” 
has  been  a condition  of  employment  of  Massachusetts 
physicians,  an  economic  vice  mindful  of  the  Puritan 
stocks  of  the  17th  Century.  The  state,  once  again,  had 
become  the  agency  of  perceived  dictates  from  on  high. 

Shortly  after  the  appeals  court  had  clobbered  the 
Society,  the  vindictive  legislature  delivered,  in  the 
words  of  Dr.  McDermott  ”...  the  first  offspring  of 
the  statutory  ban  on  balance  billing.” 

The  General  Court  (legislature)  enacted  a new  law 
forbidding  balance-billing  subscribers  to  Medex,  the 
supplementary  insurance  for  Medicare  subscribers.  The 
Society’s  legal  challenge  to  that  is  still  pending  in  the 
Supreme  Judicial  Court  of  the  State. 

Thus  in  the  summer  of  1985,  when  the  General 
Court  set  about  passing  legislation  to  expand  the  ban 
to  mandate  Medicare  assignment,  the  Society’s  back 
was  to  the  sea  as  it  fought  to  stave  off  still  more 
encroachments.  Even  as  these  battles  were  being  fought, 
the  sharp  rise  in  malpractice  litigation  and  premium 
costs  exacerbated  the  plight  of  doctors,  who  could  not 
pass  on  their  new  costs. 

“It  was  a tall  order,”  Dr.  McDermott  writes,  “to 
convince  a legislature  that  had  already  enacted  a . . . 
ban  on  balance  billing  and  a Medex  ban  on  balance 
billing  that  a Medicare  ban  on  balance  billing  was 
inadvisable.” 


Too  tall  an  order.  AARP  and  other  lobbies  of  the 
elderly  mounted  a massive  push  for  the  legislation. 
Passage  was  swift.  The  Medical  Society,  Dr.  Mc- 
Dermott writes,  was  crushed  by  the  result  but  rose  to 
fight  again,  challenging  the  new  law  on  constitutional 
grounds.  The  game  was  lost  last  fall  when  the  U.S. 
Supreme  Court  declined  to  hear  the  case  against  Chap- 
ter 475,  now  in  full  force  and  effect  in  that  state  and 
being  emulated  in  other  states. 

Although  Massachusetts  physicians  are  understand- 
ably demoralized  by  a climate  that  seems  to  regard 
them  as  the  new  slave  trade,  hope  springs  eternal.  Dr. 
McDermott  again: 

“ . . . Although  it  is  too  early  to  assemble  much 
hard  data  on  the  subject,  and  although  we  have  not 
yet  witnessed  a mass  exodus  of  physicians  rushing  out 
of  Massachusetts,  alarming  indicators  are  beginning 
to  appear  in  discrete  communities  and  geographic  areas 
in  the  state  with  large  elderly  populations.” 

On  Cape  Cod  for  example,  hospitals  are  reporting 
physician  shortages  for  facilities  serving  an  area  from 
Barnstable  to  Provincetown,  largely  populated  by  re- 
tirees on  Medicare.  Distance  precludes  easy  access  to 
other  hospitals. 

The  Cape  Cod  Hospital  administrator  said  17  phy- 
sicians had  left  Cape  Cod  Hospital  in  the  past  30 
months,  “because  of  some  aspect  of  dissatisfaction 
with  the  medical  climate  in  the  state.”  The  adminis- 
trator said  the  common  complaint  was  of  a general 
“anti-physician  attitude.”  A 1987  manpower  plan  for 
the  area  shows  a current  shortage  of  35  physicians  at 
the  hospital.  Dr.  McDermott: 

“The  Medical  Society  is  aware  of  similar,  albeit 
anecdotal,  information  to  the  effect  that  elderly  groups 
in  Massachusetts  are  experiencing  access  problems  and 
feeling  disenfranchised  under  the  present  health  care 
system.  The  beginning  of  a turn-around  in  their  views 
on  mandated  Medicare  assignment  may  possibly  be  in 
the  offing.” 

If  this  is  not  very  optimistic,  I think  the  background 
cited  above  makes  Dr.  McDermott’s  caution  under- 
standable. The  anti-doctor  atmosphere  has  infected 
those  in  training,  less  than  half  of  whom  said  in  a poll 
last  year  that  they  intended  to  practice  in  the  state.  Of 
those  due  to  complete  their  training  in  1990  and  later, 
only  32%  indicated  a desire  to  remain  in  Massachu- 
setts. 

The  chief  reasons  cited  for  location  in  another  state 
were  the  high  costs  of  practice  in  Massachusetts,  in- 
cluding the  rising  cost  of  liability  insurance,  and  the 
related  factor  of  the  regulatory/reimbursement  envi- 
ronment in  Massachusetts. 

The  number  of  practicing  obstetricians  in  Massa- 
chusetts has  been  reduced  by  one-fifth  since  1984,  and 
some  of  the  loss  can  be  attributed  to  the  anti-doctor 
climate.  Similarly,  90  orthopedic  surgeons  have  been 
lost  to  practice  since  1983,  a drop  of  20%. 
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The  future  was  made  even  more  dicey  April  2 1 when 
Gov.  Dukakis  signed  into  law  the  Massachusetts  Uni- 
versal Health  Insurance  Plan,  a 156-page  law  designed 
to  provide  health  insurance  coverage  to  all  citizens  of 
the  state,  including  the  working  poor,  part-time  and 
unemployed  individuals.  The  objective  is  to  provide 
health  insurance  for  the  600,000  state  residents  who 
are  currently  uninsured.  The  bill  does  not  mandate  that 
employers  provide  health  insurance  for  their  workers, 
but  it  taxes  those  who  do  not. 

The  state  will  purchase  policies,  using  state  revenues 
and  hospital  surcharges,  for  part-time  and  unemployed 
individuals  through  a state  administered  pool.  All  ele- 
ments of  the  law  are  supposed  to  be  in  place  by  1992. 
The  governor’s  office  has  put  a price  tag  of  $622 
million  on  the  revolutionary  new  law,  but  health  in- 
dustry analysts  estimate  costs  at  $2  billion  over  the 
next  four  years. 

Although  no  one  can  argue  with  the  desirability  of 
adequate  insurance  coverage  for  all  citizens,  Massa- 
chusetts physicians  feel,  with  considerable  justifica- 
tion, that  when  there  is  an  inevitable  cost  overrun  in 
administering  the  plan,  they  will  again  be  offered  up 
by  the  General  Court  as  sacrifice  to  extravagant  po- 
litical objectives. 

The  question  we  are  left  with  is  whether  the  Mas- 
sachusetts story  is  a worst-case  scenario  likely  to  col- 
lapse of  its  own  weight,  or  whether  we  are  now  seeing 
the  dress  rehersal  for  a nationwide  movement. 

There  are  obviously  special  circumstances  in  Mas- 
sachusetts which  make  it  impossible  to  translate  de- 
velopments to  the  nation  at  large  but  there  can  be  no 
question  that  mandatory  assignment  is  becoming  an 
issue  in  many  states. 

I think  there  is  at  least  one  safe  lesson  to  be  learned 
from  Massachusetts,  however,  and  that  is  simply  this: 

Physicians  who  do  not 

1 . Enjoy  public  support 

2.  Have  a good  working  relationship  with  the  third- 
party  carriers 

3.  Have  influence  in  the  legislative  process 

are  virtually  powerless  to  influence  changes  which  may 
be  thrust  upon  the  health  care  system. 

The  lesson  spells  out  our  agenda,  doesn’t  it? 
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Get  even. 

If  you're  billing  people  who 
persist  in  not  paying,  you  have 
every  reason  to  be  upset.  After  all, 
you  worked  hard  for  that  money, 
and  you  deserve  satisfaction. 

The  collection  specialists  at 
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And  should  anyone  persist 
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reporting  the  account  information 
to  the  national  credit  reporting 
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1,200  professional  and  trade  asso- 
ciations, including  yours.  And 
although  we're  headquartered  in 
St.  Paul,  we  have  communication 
centers  in  every  state  of  the 
union. 
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representative  to  your  account 
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trained  telephone  contact  special- 
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on  how  to  use  our  service  for  the 
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accounts  receivable. 

But  most  important,  we 


guarantee  results.  Our  fee  struc- 
ture combines  a very  competitive 
commission  rate  with  a retainer 
(corporate  or  standard)  scaled 
to  your  needs.  And  we  guarantee 
to  keep  collecting  for  as  long  as  it 
takes  to  recover  at  least  ten  times 
the  amount  of  that  retainer. 

To  find  out  how  the  I.C.  System 
approach  can  work  for  you,  call 
toll  free  (800)  443-4123,  ext.  621.  In 
Minnesota,  call  (612)  483-8201, 
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■ Highly  active  in  vitro  against  a broad  range  of 
gram-positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 
-skin /skin  structure^  -bones  and  joints^ 

■ Convenient  0./.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 


*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results 

tDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO*  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 
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500  mg  B./.O.  for  most  infections; 

750  mg  BJ,D,  for  severe  or  complicated  infections. 


CONVENIENia/.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 

Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mgS./.D. 

Severe/Complicated 

750  mg  B.I.D. 

Urinary  Tracf 

Mild/Moderate 

250  mg  B.I.D. 

Severe/Complicated 

500  mg  B.I.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  IS  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

U^r  Respiratory  Infections  caused  by  Escherichia  cok  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Pnteus  mirabilis.  PseucJomonas  aeruginosa.  Haemophilus  influemae.  Haemophilus  parainfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae, 
hoteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartii.  Morganella  morganii.  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains).  Sta- 
phylococcus epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morganii.  Citrobacter  diversus,  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis,  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexneriT  and  Shigella  sonnei*  when  antibacterial  therapy  is  Indicated 
*EfficacY  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued.  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacm. 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General 

As  with  other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness.  Iightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

F^ients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals  The  preferred  time  of  dosing  is 
two  hours  after  a meal  Patients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing.  Ciprofloxacin  may  cause  dizziness  or 
Iightheadedness,  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertilitv 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coll  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V^g  Cell  H6PRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  ONA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy-  Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg.  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS  CLASS,  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother 
Pediatric  Use 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (SEE 
WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation,  2.799  patients  received  2.868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possibly 
related  in  9 2%.  and  remotely  related  in  3.0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3 5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1  5%).  skin  (0  6%),  and  central  nervous  system 
(04%) 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5.2%).  diarrhea  (2  3%),  vomiting 
(2.0%).  abdominal  pain/dlscomfort  (17%).  headache  (1  2%),  restlessness  (1.1%),  and  rash  (1 1%) 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  of 
quinolones  are  italicized 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding. 

CENTRAL  NERWUS  SYSTEM  (See  above),  dizziness.  Iightheadedness.  insomnia,  nightmares,  hallucina- 
tions. manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 

SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema,  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion.  erythema  nodosum 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCLJLOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis 

CARDKWASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY;  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm. 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin 

Adverse  Laboratory  Changes.  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship 

Hepatic  - Elevations  of  ALT  (SGPT)  (1  9%).  AST  (SGOT)  (1  7%).  alkaline  phosphatase  (0  8%).  LDH  (0  4%). 
serum  bilirubin  (0  3%) 

Hematologic  - eosinophilia  (0  6%).  leukopenia  (0  4%).  decreased  blood  platelets  (01%),  elevated  blood 
platelets  (01%),  pancytopenia  (0 1%) 

Renal  - Elevations  of  Serum  creatinine  (11%).  BUN  (0  9%) 

CRYSTALLURIA.  CYLINORURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED. 

Other  changes  occurring  in  less  than  01%  of  courses  were  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 
OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  obsenred  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactrons  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  IS  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12  hours. 

Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  ^0  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours. 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg.  and  750  mg  in  bottles  of  50.  and  in 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


* Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 
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Slow-K 

p)Otassium  chloride 
slow-relecise  tablets 

8 mEq  (600  mg) 

It  means  dependability”  in  almost  any  languc^ 

* Based  on  worldwide  sales  data  on  file.  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 
with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page 
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TheWAwld’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy' 

□ It^S  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ It^S  acceptable  vs  liquids— greater  palatability  fewer  GI  complaints, 
lower  incidence  of  nausea^ 

□ It’s  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ It’s  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

SloW'K^ 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  mg) 


For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects, 
t Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  - 20)  over  8 weeks. 
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Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  In  the  following  conditions  patients  receiving  digitalis 
and  diuretics  tor  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy,  and  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  tor  uncompli- 
cated essential  hypertension  Is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checked  periodically, 
however,  and  it  hypokalemia  occurs,  dietary  supplementatioh  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e.g  , spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  ihstances.  potassium  supple- 
mehtation  should  be  with  a liquid  preparation , Wax-matrix  potassium  chlo- 
nde  preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

aatients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
WARNINGS 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  Impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  fhe  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  aoministration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  ate  caused  by  a high  localized 
concehtration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controller!  rate  of  release  of  potassium  chloride  ahd  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100.000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  mthe  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  beeh  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  Is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  In  the  presence  of  a reduced  total  body  potassium. 

Information  tor  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  lake  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  m the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed. 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clihical  status  of  the  patieht,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 
Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility 
Long-term  carcinogenicity  studies  in  animals  have  hot  been  performed 
Pregnancy  Category  C 

Animal  reproduction  studies  have  hot  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 

aiven  to  a pregnant  woman  only  if  clearly  needed. 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  if  Slow-K  has  ah  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS. WARNINGS,  and  OVERDOSAGE)  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction  .bleed- 
ing. ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS). other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastroihtestihal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely 
OVEROOSAGE 

The  administratioh  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  If  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CDN- 
TRAINDICATIONS  and  WARNINGS)  It  Is  important  to  recognize  that  hyper- 
kalemia IS  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8,0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval)  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  for  hyperkalemia  include  the  following:  (1)  elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics;  (2)  intravenous  administration  of  300-500  mi/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 .000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate,  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  Is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  (Loses 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked. 

HOW  SUPPLIED 


Tablets— W mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (Imprinted  Slow-K) 

Bottles  of  100 . NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles— 100  tablets  each  NDC  0083-0165-65 

Accu-Pak”  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10) NDC  0083-0165-32 

Do  not  store  above  86”F  (30°C),  Protect  from  moisture.  Protect  from  light 


Dispense  in  tight,  light-resistant  container  (USP). 


Dlst.  by; 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 
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A Fecund  Peril 


David  K.  C.  Langille,  M.D.* 


Much  has  been  said  concerning  the  decline  in  avail- 
ability of  obstetrical  services  over  the  past 
I months.  Among  the  primary  reasons  cited  for  discon- 
tinuing obstetrical  services  by  those  so  qualified  is  the 
I tremendous  increase  in  malpractice  premiums. 

Despite  the  passage  of  tort  reform  laws  by  the  leg- 
I islature  in  1987,  imminent  relief  in  the  form  of  lower 
1 premiums  will  not  likely  be  forthcoming  for  several 
years.  In  Alabama,  over  half  of  all  counties  no  longer 
' have  qualified  personnel  providing  obstetrical  serv- 
I ices.  Unfortunately,  in  many  instances  those  services 
I are  unavailable  to  the  high  risk  population  most  in 
need  of  comprehensive  pre  and  perinatal  care. 

The  following  short  case  exemplifies  several  points. 
First  there  is  the  unhappy  plight  of  the  young  female 
patient  unaware  of  her  pregnancy  and  of  any  potential 
complicating  factors.  Secondly,  is  the  reality  of  the 
difficulty  faced  by  the  ER  physician  in  finding  appro- 
priate specialist  care  for  these  patients. 

It  had  been  a very  busy  afternoon  in  the  emergency 
room  at  the  mid-sized  regional  hospital.  A large  num- 
ber of  patients  had  been  seen  and  there  were  several 
currently  being  treated.  At  approximately  1700  hours, 
the  RN  told  the  ER  physician  that  an  ambulance  was 
transporting  a patient  who  was  experiencing  vaginal 
bleeding  and  that  vital  signs  were  stable  with  arrival 
in  the  ER  imminent.  The  nurse  was  instructed  to  place 
the  patient  in  the  gynecology  exam  room  and  obtain 
vital  signs. 

The  nurse  reappeared  several  minutes  after  admit- 
ting the  ambulance  patient  and  stated  that  she  felt  the 
I patient  was  bleeding  heavily  although  vital  signs  were 
not  alarming  (HR:86,  RR:28,  BP;  110/60).  She  stated 
that  the  patient  did  not  have  a regular  physician  and 
I that  she  had  never  seen  a local  M.D. 

The  ER  physician  saw  the  patient  approximately  ten 
minutes  later  and  was  confronted  with  a mildly  anx- 
[ ious,  slim  black  female  in  her  mid  20s.  Under  the 
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examining  sheet  she  was  firmly  clenching  a blood 
soaked  towel  between  her  legs.  She  stated  that  she 
worked  in  a nursing  home  and  had  experienced  the 
onset  of  several  sharp  low  abdominal  crampy  pains  at 
about  1600  hours  that  day  and  subsequently  began  to 
experience  profuse  vaginal  bleeding.  She  said  she  was 
currently  experiencing  episodic  abdominal  crampy 
pains  and  a steady  lumbar  pain. 

The  patient  claimed  her  last  period  was  about  five 
weeks  earlier  and  abnormal  in  character  and  duration, 
manifested  only  by  heavy  brown  vaginal  discharge  for 
two  days.  Prior  to  that  she  had  experienced  regular 
menses  at  intervals  of  28  days,  and  her  periods  nor- 
mally were  of  moderate  flow  and  lasted  about  5 days. 
The  patient  also  stated  she  took  birth  control  pills  but 
confessed  she  may  have  forgotten  some. 

She  had  delivered  two  infants  in  the  past  vaginally 
and  one  year  previously  had  conceived  while  osten- 
sibly taking  oral  contraceptives.  That  pregnancy  was 
terminated  by  therapeutic  abortion.  The  patient  denied 
any  recent  genital  abdominal  trauma  and  was  unaware 
of  when  she  last  had  a PAP  smear  taken. 

Examination  of  the  patient  showed  HR;92,  RR;24 
and  BP:  100/60.  The  pulse  increased  to  120  when  the 
patient  sat  up.  Besides  her  carious  teeth,  positive  phys- 
ical findings  were  limited  to  the  abdomen/genitouri- 
nary tract.  Bowel  sounds  were  present  and  the  abdo- 
men was  soft  but,  midway  between  umbilicus  and 
symphysis  pubis,  a tender  firm  8 cm  mass  was  pal- 
pable. Vaginal  exam  was  difficult  because  of  profuse 
bleeding.  Several  large  clots  were  removed  from  the 
vaginal  vault  and  speculum  exam  confirmed  the  ab- 
dominal mass  to  be  a 16-20  week  uterus,  os  dilated 
to  4 cm  and  completely  effaced. 

The  ER  physician  instructed  the  nurse  to  start  a large 
bore  peripheral  IV  and  call  the  lab  for  stat  blood  work 
including  group  and  cross  match.  At  about  that  time 
the  patient  became  very  agitated,  inappropriate  and 
diaphoretic.  Quickly  she  became  unresponsive  and  was 
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placed  in  Trendelenburg  position  in  addition  to  having 
nasal  Oi  administered.  Her  pulse  was  weak  and  rapid. 

Intravenous  access  was  attempted  in  both  antecu- 
bital  fossae  but  because  of  the  collapsed  state  of  the 
peripheral  veins,  two  attempts  were  unsuccessful.  In- 
ternal jugular  catheterization  was  carried  out  and  high 
flow  lactated  Ringer’s  solution  was  started.  A second 
large  bore  IV  was  inserted  in  the  long  saphenous  vein 
by  cutdown. 

The  hematology  report  indicated  hemoglobin  was 
7.2  and  hematocrit  was  26.  Red  cell  indices  were  be- 
low normal  limits.  The  serum  pregnancy  test  was  pos- 
itive. PT,  PTT  were  normal.  Orders  for  stat  transfusion 
of  3 units  of  packed  red  cells  were  given  and  a foley 
cathether  was  inserted.  O2  by  nasal  cannulae  was  de- 
creased to  2 1/min.  A registered  nurse  was  assigned 
to  obtain  vitals  and  monitor  the  patient.  A diagnosis 
of  inevitable  abortion  with  massive  blood  loss  was 
made  and  the  only  staff  physician  maintaining  obstet- 
rical privileges,  a family  practice  physician,  was  con- 
sulted. After  an  initial  delay  of  about  30  minutes  the 
staff  doctor  was  located  and  promptly  saw  the  patient. 
Arrangements  were  made  to  transfer  the  patient  to  the 
operating  room  for  D&C.  Following  her  D&C  the 
bleeding  stopped  and  the  patient  was  discharged  home 
the  following  day  after  receiving  a total  of  6 units  of 
packed  red  cells  during  her  brief  hospital  stay. 

This  brief  case  is  worthy  of  consideration  in  two 
respects.  They  differ  in  perspective  widely.  This  sce- 
nario, which  occurred  in  Alabama  in  1987,  first  offers 
an  important  lesson  in  emergency  management.  The 
rapidity  with  which  this  patient  “crashed”  should  serve 
to  erode  any  complacency  one  may  feel  when  con- 
fronted with  an  individual  who  may  have  suffered  a 
significant  loss  of  blood  volume.  The  hallmarks  of 
impending  shock  were  present  (eg.  anxiety,  clammy 
skin  and  orthostatic  tachycardia)  and  need  to  be  rec- 
ognized. 

However  a more  compelling  question  is  the  follow- 
ing. How  might  the  outcome  have  differed  if  there  had 
been  no  one  willing  to  deal  definitively  with  this  pa- 
tient? Under  federal  law,  transfer  of  this  patient,  be- 
cause of  her  condition  would  be  difficult.  Delay  of 
definitive  care  in  this  setting  does  no  one  any  good. 

Ultimately,  until  those  pressures  forcing  pregnant 
women  and  doctors  to  be  virtual  adversaries  are  re- 
lieved, including  the  threat  of  litigation  and  attendant 
high  malpractice  premiums,  the  reality  of  many  dismal 
circumstances  is  certain. 

Physician  availability,  or  lack  thereof,  in  Alabama 
is  a harsh  and  growing  reality.  All  physicians  are  ul- 
timately affected  by  this  problem.  They  cannot  afford 
to  delay  insightful  and  innovative  thought  towards 
finding  alternatives  for  its  solution.  IZ! 
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Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

''Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (c.g  , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  graduaUy  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrap3Tamidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Lotus  Esprit. . .Quicker,  Quieter  and  Faster  than  a comparable  V-8 
Ferrari . . . 0-60  in  5.3  seconds . . . 155  mph.  This  isn't  a car  for 
everyone . . . but  for  that  rare  breed  of  driver  who  lives  life  in  the 

fast  lane.  Until  now,  Alabama 
drivers  could  only  dream  about  the 
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Human  Immunodeficiency  Virus 

Antibody  Testing 


Claude  Earl  Fox,  M.D., 

State  Health  Officer 


This  represents  the  first  in  a series  of  articles  in 
which  I will  outline  for  the  membership  of  the 
Medical  Association  of  the  State  of  Alabama  the  recent 
actions  of  the  State  Committee  of  Public  Health  and 
its  impact  on  the  medical  community.  In  this  article, 
I will  focus  on  an  action  of  the  State  Committee  during 
i its  February  1988  meeting. 

As  you  are  aware,  there  has  been  major  controversy 
about  the  use  of  the  human  immunodeficiency  virus 
antibody  test.  This  controversy  has  centered  on  when 
the  test  can  be  administered,  whether  consent  is  nec- 
essary, and  to  whom  the  results  of  this  information 
may  be  released. 

In  Alabama,  there  are  no  specific  laws  to  address 
these  concerns.  However,  during  its  1987  Session,  the 
Alabama  Legislature  passed  the  Notifiable  Disease  Act 
(Act  87-574).  This  Act  empowered  the  State  Com- 
mittee of  Public  Health  to  designate  those  diseases 
which  are  sexually  transmitted  and  to  develop  rules 
for  the  testing  and  treatment  of  these  diseases.  It  was 
pursuant  to  this  Act  that  the  State  Committee  of  Public 
Health  designated  human  immunodeficiency  virus  in- 
fection (antibody  positivity)  as  being  both  a reportable 
I and  a sexually  transmitted  disease.  This  decision  was 
' made  by  the  committee  during  the  fall  of  1987. 

However,  while  this  decision  clearly  identified  the 
j Alabama  Department  of  Public  Health  as  having  a right 
to  the  information  about  who  was  infected,  it  did  not 
I address  the  issue  of  when  the  HIV  antibody  test  may 
I be  used,  nor  if  consent  is  necessary  for  the  use  of  this 
, test. 


Because  of  continued  requests  for  assistance  in  mak- 
ing these  decisions,  both  from  physicians  and  from 
hospitals  around  Alabama,  the  State  Department  of 
Public  Health  developed  proposed  rules  on  the  use  of 
the  HIV  antibody  test  which  were  presented  to  the 
State  Committee  in  December  1987.  These  proposed 
rules  then  proceeded  through  the  administrative  pro- 
cedure process  and  were  modified  by  public  comment 
and  adopted  in  final  form  by  the  State  Committee  of 
Public  Health  during  its  February  1988  session.  These 
rules,  having  now  completed  the  administrative  pro- 
cedure process,  are  in  effect  and  will  provide  direction 
in  the  use  of  the  HIV  antibody  test. 

The  rules  which  have  been  adopted  have  three  major 
segments.  The  first  of  these  segments  simply  incor- 
porates in  rule  format  the  usual  laboratory  practice  of 
confirming  HIV  antibody  positivity.  Thus  individuals 
would  not  be  notified  that  they  are  infected  based  sim- 
ply upon  a screening  test  such  as  the  Elisa,  but  rather 
would  be  notified  they  are  infected  only  after  a “con- 
firmatory” test  such  as  the  Western  Blot  or  Immu- 
nofluorescent  Assay.  Unfortunately,  in  Alabama  as  in 
other  states,  individuals  have  been  notified  after  a sin- 
gle Elisa  test  that  they  are  infected  with  human  im- 
munodeficiency virus.  Because  of  the  major  psycho- 
logical and  social  implication  of  infection,  this  presents 
the  patient  an  enormous  amount  of  unnecessary  fear 
and  concern.  Clearly,  a positive  Elisa  test  in  a low 
prevalence  population  may  have  only  a two  percent 
positive  predictive  value.  As  an  example,  in  a low 
prevalence  population  with  100  positive  Elisa  tests, 
only  two  may  be  confirmable  on  Western  Blot.  Thus 
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convenience,  we  ll  track  your  investments,  even 
those  made  through  other  brokers  or  mutual  fund 
organizations.  All  that  you  tell  us  about  will  be  shown  on 
your  Money  Master  Account  statement. 
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AMA  ADVISERS,  INC. 

A.\tA  Ad\iscrs.  Inc.  is  a subsidiary  of  the  American  Medical 
Association  and  manages  the  mutual  funds  in  The  AMA  Group. 
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98  would  be  false  positives  on  Elisa  and  would  have 
negative  Western  Blots.  This  example  highlights  the 
need  for  use  of  a “confirmatory”  test. 

Another  component  of  the  rule,  is  to  require  that 
individuals  who  are  tested  receive  counseling  with  the 
test.  This  counseling  may  be  verbal  or  may  involve 
the  distribution  of  written  material.  Counseling  may 
be  provided  by  the  physician  ordering  the  test,  by  other 
medical  personnel  or  the  patient  may  be  referred  to 
the  health  department  to  receive  counseling.  The 
adopted  rule  only  requires  that  the  counseling  discuss 
the  meaning  of  the  HIV  antibody  test,  the  method  in 
which  the  virus  is  transmitted,  and  ways  in  which  an 
individual  can  avoid  becoming  infected. 

Clearly,  this  is  in  most  instances,  insufficient  in- 
formation to  provide  an  individual  when  performing 
the  HIV  antibody  test.  However,  it  does  provide  some 
minimum  guidelines  about  what  should  be  discussed 
at  the  time  the  antibody  test  is  performed.  As  you  are 
aware,  since  the  introduction  of  the  HIV  antibody  test 
in  1985,  it  has  been  a generally  accepted  consensus 
throughout  the  medical  community  that  the  HIV  an- 
tibody test  should  never  be  performed  in  the  absence 
of  counseling.  The  American  Medical  Association, 
The  American  College  of  Physicians,  The  American 
Hospital  Association,  and  the  Association  of  State  and 
Territorial  Health  Officials  have  all  strongly  endorsed 
the  concept  that  the  HIV  antibody  test  should  not  be 
performed  in  the  absence  of  counseling.  Thus,  this 
segment  of  the  rule  reinforces,  by  regulation,  the  con- 
sensus statements  of  these  national  organizations. 

The  final  component  of  this  rule  is  designed  to  an- 
swer perhaps  one  of  the  more  difficult  questions  in  the 
use  of  the  HIV  antibody  test,  when  an  individual  may 
be  tested.  Ten  states  require  the  informed  consent  of 
the  individual  prior  to  the  obtaining  of  an  HIV  antibody 
test.  In  at  least  two  states,  written  consent  is  specifi- 
cally required.  The  American  Hospital  Association, 
The  American  Medical  Association,  The  American 
College  of  Physicians,  and  The  Association  of  State 
and  Territorial  Health  Officials  have  all  endorsed  the 
idea  that  HIV  antibody  testing  should  be  done  only 
with  the  informed  consent  of  the  individual  being  tested. 
It  is  unfortunate  that  the  HIV  antibody  test  must  be 
considered  differently  than  other  STD  tests.  However, 
in  Alabama  individuals  have  had  insurance  cancelled 
and  have  lost  jobs  simply  because  they  test  antibody 
positive.  Thus  it  is  essential  that  individuals  be  aware 
that  they  are  being  tested  and  be  able  to  make  an 
informed  decision  about  whether  or  not  they  desire  a 
test  and  can  deal  with  the  potential  psychological  and 
social  consequences  of  being  tested.  By  allowing  the 
patient  the  opportunity  to  consent  or  refuse  the  HIV 
antibody  test,  difficult  situations,  such  as  individuals 
being  tested  and  being  found  to  be  positive  yet  being 
unaware  they  have  been  tested,  are  alleviated.  Because 
of  these  concerns  and  consistent  with  national  rec- 


ommendations and  the  positions  of  many  other  states, 
the  State  Committee  of  Public  Health  adopted  language 
as  part  of  this  rule  which  requires  that  individuals  be 
tested  only  with  their  knowledge  and  consent.  This 
rule  does,  however,  offer  certain  exceptions  to  this 
requirement.  These  exceptions  include:  (1)  circum- 
stances when,  in  the  opinion  of  the  attending  medical 
personnel,  an  individual  poses  a risk  of  transmission 
of  the  human  immunodeficiency  virus  to  other  medical 
personnel;  (2)  when  required  by  law  (prisoners);  or  (3) 
when  ordered  by  the  State  Health  Officer  as  provided 
in  Act  87-574.  This  rule  provides  specific  exemptions 
from  consent  for  the  testing  of  blood  donors,  organ 
donors,  tissue  and  semen  donors.  Consent  is  also  not 
required  when  the  testing  is  performed  as  part  of  a 
research  project  in  which  the  results  of  any  individual 
test  cannot  be  linked  to  a specific  individual  (blind 
anonymous  sero-prevalence  surveys).  While  the  State 
Committee  of  Public  Health  did  adopt  a rule  requiring 
the  knowledge  and  consent  of  the  individual  being 
tested,  the  State  Committee  did  not  specify  whether 
this  consent  need  be  written  and  did  not  prescribe  a 
specific  consent  form.  Thus  physicians  should  use  their 
individual  discretion  about  documenting  consent  and 
individual  hospitals  may  wish  to  develop  consent  forms. 
I realize  that  in  some  ways  these  rules  may  be  seen  as 
a departure  from  usual  public  health  practice.  How- 
ever, because  of  very  real  legal,  financial,  social,  and 
psychological  problems  associated  with  being  HIV  an- 
tibody positive,  it  is  imperative  that  individuals  be 
aware  they  are  being  tested.  Clearly,  since  one  of  the 
major  functions  of  the  HIV  antibody  test  is  to  result 
in  a safer  lifestyle,  simply  testing  people  without  pro- 
viding appropriate  counseling  will  not  effect  a change 
in  behavior.  All  of  us  at  the  Department  of  Public 
Health  look  forward  to  the  day  when  the  HIV  antibody 
test  is  no  different  from  any  other  laboratory  test.  But 
until  that  day,  as  long  as  there  is  discrimination  based 
on  antibody  positivity,  special  care  will  be  necessary 
in  the  performance  of  this  test  to  ensure  that  individuals 
who  may  be  infected  are  willing  to  work  with  the 
medical  community  in  the  control  of  this  deadly  ill- 
ness. i believe  that  these  rules  represent  a step  toward 
building  the  necessary  relationship  of  trust  between 
individuals  in  the  high  risk  community  and  the  medical 
profession  to  control  this  deadly  illness.  Together,  all 
of  us  in  the  medical  community  may  hasten  the  day 
when  this  test  can  be  treated  as  any  other  by  working 
to  eradicate  irrational  fear  and  to  depoliticize  this  ill- 
ness in  our  society. 

I hope  over  the  next  several  months,  to  be  able  to 
share  with  you  other  major  issues  that  the  State  Com- 
mittee of  Public  Health  deals  with.  Ultimately,  many 
of  the  decisions  of  the  State  Committee  of  Public  Health 
will  have  major  impact  upon  how  all  of  us  in  the 
medical  profession  are  able  to  perform  our  jobs.  Until 
then,  thank  you  for  your  continued  support.  H 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  soh 
diers  with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily  Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 
in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive,  ^u’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 

ARMY  HEALTH  CARE  TEAM 
MID-MEMPHIS  TOWER  BLD. 

SUITE  702 
1407  UNION  AVE. 

MEMPHIS,  TN  38104-3627 
(901)  725-5851  COLLECT 

ARMY  MEDICINE.  BE  ALLYOU  CAN  BE. 


...the  Cornerstone 
of  Our  Professions 


times  your  caring 
attitude  goes  further  in  healing 
a patient  than  all  the  pills  and 
bandages  ever  could.  Your 
patient  senses  that  genuine 
concern  you  have  for  him- 
concern  manifested  in  the 
often  herculean  efforts  you 
make  to  aid  him  in  recovery. 
After  all,  caring  is  the 
cornerstone  of  your  practice. 

Occasionally  a company 
appears  with  the  same  caring 
approach  whose  purpose  is  to 
serve  the  doctor.  In  the  field  of 
professional  liability  insurance, 
that  company  is  Insurance 
Corporation  of  America.  Like 
you,  we  make  caring  for  our 
insured  the  cornerstone  of  our 
stable  and  successful  business. 
And  our  ongoing  efforts  to 
cure  malpractice  ills  are 
unmatched  in  the  industry. 

If  you’re  tired  of  dealing 
with  an  insurance  company 
who’s  more  concerned  with 
your  premium  than  with  your 


practice  and  reputation,  call 
ICA.  You’ll  receive  the  kind  of 
care  you  deserve. 


People  Who  Care 

713 (871-8100) 
Houston,  Texas 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  for  prescribing  information. 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General— ^ Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  m the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Mullislix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions— Uo  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocame,  phenytoin,  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  b i d , was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility— two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  60 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  m male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
(or  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Eftects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  — UiiaMm  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— [}\cer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine.  Elderly 
patients  may  have  reduced  renal  (unction 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%).  urticaria  (0  5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid*  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  nizatidine. 

ffepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SCOT  [AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SCOT,  SGPT  enzymes  (greater  than  500  lU/L).  and  in  a single 
instance,  SGPT  was  greater  than  2.000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular— in  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

Endocrine  — Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic— Fa\a\  thrombocytopenia  was  reported  In  a patient  who  was 
treated  with  Axid  and  another  Hj-receptor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 
/nfegumenfa/— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Ofher— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosagt:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84%. 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholmergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LDjo  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively 
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For  faster  claims  payment, 
count  on  the  card^s  computer. 

And  a terminal  in  your  office  that  con^ 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  TTieres  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARDr 


Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


An  Extraordinary 
Selection  of 
Experienced  Import 

Automobiles! 

Below  is  our  selection  at  press  time . . . 
for  an  updated  list,  equal  or  better, 
call  1-277-5700. 


'83  MERCEDES  BENZ  300  SD 

43.000  Actual  miles,  Champagne 
Gold  with  Pal.  Tex.  Excellent 
service  records.  Extra  nice. 

'88  MERCEDES  BENZ  300  CE 
Very  rare.  2 door  coupe,  Signal 
Red,  Palmetto  interior.  Perfect 
car.  Save  thousands 

'86  BMW  325  COUPE 

Lapis  Blue  with  Pearl  leatherette, 

5 speed,  air  sunroof  22,000  miles. 
Must  see  to  appreciate. 

'88  BMW  325  1C 
Salmon  Silver  with  Cardinal 
leather,  300  miles.  New  car. 

'86  MERCEDES  BENZ  560  SL 

Light  Ivory  with  Pal.  leather, 

15.000  one  owner  local  miles. 
Absolutely  perfect. 


'86  FERRARI  328  GTS 
Red  with  tan  leather.  7,000 
miles.  Very  nice. 


'86  NISSAN  300ZX 

2 to  choose  from.  1 white 
with  red  cloth,  5 speed,  30,000 
miles.  1 blue  with  blue  leather, 
automatic,  16,000  miles.  Both 
have  t-tops  and  are  extremely 
nice. 

'87  NISSAN  300  ZX 

Red  with  grey  cloth  interior, 
T-top,  16,000  miles.  Just 
like  new. 


'87  MERCEDES  BENZ  300  D 

Champagne  with  Cream  Beige 
Tex.,  10,000  miles. 

'86  MERCEDES  BENZ  420  SEE 

White  with  Burgandy  leather, 

24.000  miles,  ail  Books  and 
Records.  Very  nice. 

'87  BMW  325  I 
Salmon  Silver  with  Cardinal 
leather,  5 speed,  21,000 
miles.  One  owner  trade-in. 

'88  MAZDA  B2000  SE5 

Sport  Wheel  Base,  5 speed, 
air,  7,000  miles. 

'88  BMW  735i 

Black  with  Beige  leather, 

15.000  one  owner  miles. 

Local  Montgomery  car. 


SPECIAL  EXTENDED  LEASING  & FINANCING  AVAILABLE 

Through  all  major  banks,  Mercedes-Benz  Credit  Corp., 

Chase  Manhattan  Bank  & CMAC  to  qualified  buyers. 


^ TACK  INGRAM  MOTORS,  INC. 
^ USED  CAR  DIVISION 

231  EASTERN  BLVD.  MONTGOMERY,  AL  • 1-277-5700 

David  Price,  Devon  Davenport,  Adams  Hudson,  Monty  Poe,  Bill  Hibbert-Assistant  Used  Car  Manager,  Monty  Klonaris-  Used  Car  Manager 


I 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


OB/GYN:  Opportunity  exists  for  2 person  grp.  in  charming,  south- 
ern city  of  400K  to  develop  practice  in  young,  underserved  mkt. 
Compet.  guarantee  plus  benefits.  Start-up  assistance.  Support  from 
300  bed  hosp.  w/ state-of-the-art  obstetric  service.  Contact  Don 
Gustavson,  TYLER  & CO.,  9040  Roswell  Rd.,  Atlanta,  GA  30350. 
Call  (404)  641-6411. 


NORTH  ALABAMA  ESTABLISHED  SURGICAL  PRACTICE 
FOR  SALE.  BC/BE,  vascular  and  endoscopy  capability  a must. 
Great  financial  incentives.  Call  Eileen  Wallach  collect  at  404-393- 
1210. 


ALABAMA  — PEDIATRICIAN  BE/BC  join  2 established  Pe- 
diatricians. Two  year  guarantee.  Productivity  bonus.  Partnership 
two  years.  Available  immediately.  Level  III  Nursery  in  City.  Serv- 
ice oriented,  innovative.  Evening  appointments.  Saturday  morning 
and  Sunday  afternoon  hours.  Lab  and  X-ray.  Freestanding  build- 
ing. Prime  growth  area.  Metropolitan  area  200,000.  Alabama 
Shakespeare  Festival.  Local  ballet,  museum.  Symphony.  Four  uni- 
versities. Lake  30  minutes.  Gulf  beaches  3 hours.  Hunting  and 
water  sports.  Fishing,  golf  and  tennis  year  around.  Reply  to:  C.  Allen 
White,  M.D.,  4154  Carmichael  Rd.,  Montgomery,  AL  36106 
(Hm:  205/265-3264  Off:  205/271-5959). 


ALABAMA:  Located  on  the  Gulf  Coast  in  a historic  community, 
this  300  bed  facility  boasts  an  annual  volume  of  10,000  patients. 
Applicants  must  have  emergency  experience.  Competitive  remu- 
neration and  malpractice  insurance  provided.  For  further  infor- 
mation contact  Michelle  Parks.  Emergency  Medical  Services  As- 
sociates, Inc.,  100  N.W.  70th  Avenue,  Plantation,  FL  33317  or 
call  1-800-443-3672. 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pe- 
' diatrician.  Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfinger, 
M.D.,  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
loosa, Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 

i 

i ESTABLISHED  GYN  PRACTICE  FOR  SALE  BY  RETIRING 
PHYSICIAN.  Located  in  Southern  city  of  200,000,  with  booming 
I industry.  Practice  not  in  decline,  although  established  by  respected 
I physician  over  last  30  years.  Gross  presently  exceeds  $190,0(X) 
with  lots  of  new  patients.  Volume  can  be  much  greater  for  younger 


physician.  Must  be  BE/BC.  Modestly  priced.  Quality  Health  Re- 
sources, P.O.  Box  6002,  Tuscaloosa,  AL  35405.  A Christian 
Organization. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


PSYCHIATRIST:  CMHC  seeking  full-time  board  eligible  psy- 
chiatrist to  serve  as  Medical  Director  for  a comprehensive  3-county 
MHC  located  in  NE  Alabama.  Has  well  developed  liaisons  with 
state  hospitals,  courts,  other  service  providers  and  recent  expansion 
of  its  child  day  care  and  outpatient  alcohol  treatment  services. 
Salary  competitive  and  excellent  work  environment.  Convenient 
location  offers  advantage  of  temporate  climate  and  small  urban  or 
rural  living  yet  within  2 hrs.  of  Atlanta,  Chattanooga,  or  Bir- 
mingham. Part-time  employment  could  be  considered.  For  further 
information,  contact  James  J.  Cody,  ACSW,  901  Goodyear  Ave., 
Gadsen,  AL  35903. 


FOR  PHYSICIANS;  Unsecured  Signature  Loans.  $5,000  to 
$60,000.  For  any  need  including  Taxes-Debts-Etc.  No  points  or 
fees.  Best  rates-Level  payments.  Up  to  six  years  to  repay.  No 
prepayment  penalties.  First  payment  not  due  for  90  days.  For 
application  call  Toll-Free  1-800-331-4952,  MediVersal  Dept.  1 14. 


ALABAMA  — PEDIATRICIAN  BE/BC  join  2 established  Pe- 
diatricians. Two  year  guarantee.  Productivity  bonus.  Partnership 
two  years.  Available  immediately.  Level  III  Nursery  in  city.  Serv- 
ice-oriented, innovative.  Evening  appointments.  Saturday  morning 
and  Sunday  afternoon  hours.  Lab  and  X-ray.  Freestanding  build- 
ing. Prime  growth  area.  Metropolitan  area  200,000.  Alabama 
Shakespeare  Festival.  Local  ballet,  museum,  Symphony.  Four  uni- 
versities. Lake  30  minutes.  Gulf  beaches  3 hours.  Hunting  and 
water  sports.  Fishing,  golf  and  tennis  year  around.  Reply  to:  C. 
Allen  \VTiite,  M.D.,  4154  Carmichael  Rd.,  Montgomery,  AL  36106 
(Hm:  205/265-3264  Off:  205/271-5959). 


QBC-CBC/CHEMISTRY  MACHINE:  Lease/purchase  $226/month. 
2 years  to  pay.  Practically  new!  Call  (205)  967-4854. 


EMERGENCY  MEDICINE:  Physician-managed  emergency  de- 
partment offering  immediate  placement  for  full  or  part-time  po- 
sitions for  ER  serving  220-bed  hospital  in  the  Gadsden,  Alabama 
area.  Annual  visits  running  22,000-1-.  Full  complement  of  spe- 
cialists, competitive  salary  and  liberal  benefits.  Applicants  should 
be  BC/BE  in  a primary  care  specialty  or  have  comparable  expe- 
rience. ACLS/ATLS/APLS  preferred.  Send  CV  with  letter  of  in- 
terest to  P.O.  Box  130116,  Birmingham,  AL  35213,  (205)  871- 
5979. 
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THE  ARMY  RESERVE 
OFFERS  NEW  nNANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $644  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical  ' 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training  ^ 
Assistance  Program.  , 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  HEALTH  CARE  TEAM 
2100  6TH  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  AUYOU  CAN  BE 


AUXILIARY 


Mrs  Robert  H.  Rhyne,  Jr. 
A-MASA  President 


Rising  to  Challenges 


Doctor’s  Day,  AMA-ERF,  sharing  cards,  fashion 
shows,  bake  sales,  luncheons,  health  projects, 
Apple  Annie,  Hospice,  Reading  Is  Fundamental  pro- 
gram, cancer  camp  for  children,  a home  for  girls, 
projects  in  Guatemala;  I could  go  on.  These  are  but  a 
sampling  of  what  your  spouses  are  involved  in  through 
their  auxiliary  work.  I would  like  to  feature  some  aux- 
iliaries and  their  projects  so  you  can  become  familiar 
with  their  work  across  the  state. 

Houston  County 

“It’s  the  stuff  that  any  girl’s  dreams  are  made  of. 
Home,  full  of  love  and  security.  Home,  where  girls 
can  grow  into  young  women,  happy  and  cared  for, 
and  learn  to  live  out  their  dreams.  But  for  many  girls 
in  Dothan,  home  is  a virtual  nightmare.  Home,  full  of 
abuse,  full  of  uncertainty.  Home,  where  you’re  shipped 
off  to  live  with  strangers  in  a faraway  place.  It  happens 
far  too  often.  But  at  last,  in  Dothan,  there  is  for  some 
of  these  girls  a return  to  hope.  Hope  in  a home  where 
there  is  love  and  security.  That  hope,  that  home,  is 
CHRYSALIS.  CHRYSALIS  was  bom  when  members 
of  the  Houston  County  Medical  Auxiliary  realized  that 
a number  of  girls  in  Dothan  who  are  not  delinquent 
are  removed  from  their  homes  due  to  sexual  or  physical 
abuse,  neglect  or  abandonment  or  parental  drug  and 
alcohol  abuse.  With  no  small  group  home  in  Dothan 
and  very  few  foster  homes  for  teenage  girls,  these  girls 
go  to  state-  or  church-run  facilities  or  foster  homes  in 
other  cities.  There,  even  though  they  receive  adequate 
care,  they  are  far  away  from  familiar  surroundings. 


friends,  schools,  and  relatives.  Believing  these  girls 
would  benefit  from  a small-group  home  here  in  Do- 
than, closer  to  familiar  faces  and  surroundings.  Med- 
ical Auxiliary  members  set  out  to  establish  such  a 
home.  Because  the  project  would  require  the  com- 
mitment of  the  entire  community.  Auxiliary  Members 
enlisted  the  help  of  concerned  citizens  to  form  a Board 
of  Directors.  The  home  they  resolved  to  build  became 
CHRYSALIS.  Located  just  outside  Dothan  in  the  roll- 
ing wiregrass  countryside,  CHRYSALIS  offers  a se- 
cure, loving  environment  for  girls  between  ages  12 
and  18,  under  the  care  of  carefully  selected  foster 
parents.  The  home  houses  10  to  12  non-delinquent 
girls  who’ve  been  taken  from  their  parents  due  to  abuse 
or  neglect.  At  CHRYSALIS,  in  a secure  home  near 
friends,  schools  and  familiar  surroundings,  the  girls 
find  the  opportunity  to  develop  a happier,  healthier 
lifestyle.  To  begin  lives  of  hope.  Girls  come  to 
CHRYSALIS  by  referral  from  the  Department  of  Hu- 
man Resources  (DHR).  That  department  supervises 
CHRYSALIS,  while  the  Medical  Auxiliary  meets  the 
home’s  financial  needs.  Through  ongoing  fund-raising 
efforts.  Medical  Auxiliary  members  solicit  funds  for 
CHRYSALIS  from  private  citizens,  corporations,  and 
community  organizations.  Concerned  individuals 
throughout  the  community  have  joined  the  Medical 
Auxiliary  in  making  CHRYSALIS  a reality.  Now  that 
CHRYSALIS  exists,  there  is  a constant  need  for  fi- 
nancial support.  The  need  is  great.  But  so  is  the  com- 
mitment of  the  CHRYSALIS  Board  and  Medical  Aux- 
iliary and  the  compassion  of  citizens  in  our  area.  In 
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supporting  CHRYSALIS,  individuals  and  corporations 
alike  take  part  in  rebuilding  lives  shattered  by  neglect 
and  abuse.  The  girls  who  come  to  CHRYSALIS,  like 
any  other  girls,  are  full  of  dreams  and  potential.  The 
main  difference  is  that  early  in  life  their  hopes  and 
dreams  were  stifled  by  a nightmarish  homelife.  At 
CHRYSALIS,  they  find  the  love  and  security  they 
need  and  deserve  in  a home.  AND  HOPE  IS  RE- 
BORN. For  information  on  helping  CHRYSALIS, 
contact  Mary  Julia  Lee,  P.O.  Box  6612,  Dothan,  Al- 
abama 36302.”  This  was  taken  from  a brochure  that 
has  been  put  together  by  Houston  County  Medical 
Auxiliary  members  describing  CHRYSALIS. 

As  you  can  see,  this  county  auxiliary  has  undertaken 
a very  challenging  long-term  project.  This  they  voted 
to  do  in  February  1986.  The  house  they  are  building 
is  projected  to  cost  around  $175,000  and  so  far  through 
several  different  fund  raisers  a year  plus  donations 
from  other  clubs  and  individuals  $120,000  has  been 
raised.  The  ground  breaking  ceremony  was  March  29 
of  this  year  and  hopefully  the  home  will  be  ready  to 
live  in  by  September  1988.  Projections  are  that 
$100,000  will  be  needed  each  year  for  operating  ex- 
penses. 


Walker  County 

“The  Walker  County  Medical  Society  Auxiliary  has 
sponsored  a Reading  Is  Fundamental  (RIF)  Program 
since  1983.  Beginning  at  Parrish  Elementary,  and  later 
expanding  to  West  Jasper  Elementary  and  Shrine 
School,  the  program  now  serves  children  in  Kinder- 
garten through  grade  three  and  the  number  of  children 
has  grown  from  250  in  the  beginning  to  close  to  600 
children  in  1988. 

Each  child  participating  in  the  program  is  given  the 
opportunity  to  select  three  books  at  special  events  called 
Book  Distributions.  The  distributions  are  centered 
around  themes  that  the  children  will  find  appealing. 
Volunteers  visit  classrooms  prior  to  distribution  day, 
to  read  books  that  correlate  with  the  theme  selected. 
A tremendous  variety  of  books  are  displayed  at  the 
distribution,  not  just  books  that  are  related  to  the  theme. 
Each  child  is  encouraged  to  browse  before  making  their 
selection.  No  child  is  told  that  a book  is  too  easy,  or 
too  difficult,  and  they  experience  total  freedom  of 
choice. 

Most  of  the  children  served  come  from  deprived 
homes,  both  culturally  and  economically.  For  many 
of  them,  this  is  their  only  opportunity  to  acquire  a 
book  to  call  their  own.  This  is  the  essence  of  the  RIF 
philosophy:  that  every  child  should  have  the  oppor- 
tunity to  have  a book  to  call  their  own.  The  purpose 
is  to  instill  a love  of  reading  in  each  and  every  one  of 
them  and  we  believe  that  it  is  essential  to  the  devel- 
opment of  attachment  towards  books,  that  a child  pos- 
sess the  book. 

This  project  was  selected,  even  though  it  is  not 


directly  related  to  health  concerns  as  are  most  auxiliary 
projects,  because  of  the  very  great  need  for  promoting 
literacy  in  our  county.  A very  great  number  of  these 
children  come  from  homes  where  one  or  both  parents 
are  functionally  or  totally  illiterate.  The  one  best  chance 
for  breaking  the  illiteracy-poverty  cycle  is  to  intervene 
during  the  elementary  school  years. 

The  program  has  been  supported  through  auxiliary 
fund-raisers,  direct  mail  solicitation  of  businesses,  civic 
clubs  and  organizations,  and  most  recently  during  this 
past  year  with  federal  matching  funds.  Educators,  ad- 
ministrators, and  most  especially  the  children  them- 
selves, have  assured  us  that  this  method  of  outreach 
has  been  a most  effective  motivator  for  encouraging 
children  to  read  in  their  leisure  time,  and  to  regard 
reading  as  an  enjoyable  pursuit.  The  expressions  on 
their  faces  and  their  profuse  thanks  expressed  to  vol- 
unteers has  been  the  greatest  testimony  to  the  effec- 
tiveness of  the  program.” 

We  commend  these  two  auxiliaries  for  their  insight 
and  extraordinary  efforts  to  remedy  a problem  in  their 
community.  With  so  much  in  the  news  about  our  youth 
being  subjects  of  neglect,  abuse  and  illiteracy,  it  is 
exicting  to  see  people  we  know  doing  something  about 
it.  ^ H] 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training 
leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 
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In  moderate  depression  and  anxiety 
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^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.s:  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 
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Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

UmibitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file.  Hoffimann-La  Roche  Inc..  Nutley,  N].  2.  Feighner  VP, 
etal:  Psiychophamacology6I:2\7-22i.  Mar  22, 1979. 


Limbitrol* 

If  anquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Airhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  (eg.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  Increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  ofbenzodiaze- 
pines  (see  Dmg  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  • state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  severi  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderiy  and  debilitat^.  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic-  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
andScohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  di^on- 
dnuation.  Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Ibblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tbblets,  blue,  film- 
coated.  each  containing  5 mg  chlordi^poxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


PI  0268 


In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Weekl 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose* 

^First-week  reduction  in  somatic  symptoms* 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Lunbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

limbitrorDS 

Each  tablet  contains  10  mg  chlordiazepojdde  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Sym| 
During  First  Week  of  Limbitrol  Therapy* 
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VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTli 
♦Patients  often  presented  with  more  than  one  somatic  sym 
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You  wouldn’t  dream  of  operating  alone. . . 


You  shouldn’t  take  the  financial  risk  alone,  either. 


You  need  the  company  built  for  the 
medical  professionals  in  Alabama 
. . . Mutual  Assurance.  This  is  an 
Alabama  company  that  you  know. 
One  which  has  proven  its  committ- 
ment and  concern  for  Alabama’s 


medical  community:  Being  here  for 
liability  coverage  when  others 
weren’t.  Mutual  Assurance  has  the 
experience  you  need  ...  the 
financial  soundness  you  can 
depend  upon. 


n\ 


.Mutual 

A^rance 


115  Office  Park  Drive 
Birmingham,  AL  35223 
1-800-272-6401  (205)  871-7280 


THE  SECRET  IS  OUT 


^ ‘While  I was  attending  one  of  Southern  Medical’s 
Annual  Meetings,  I became  acquainted  with  the  Dial 
Access  program  which  provides  medical  information 
through  a toll-free  number.  It  has  been  very  useful  to 
have  access  to  recent  taped  information  that  is  very  brief 
and  very  current.” 


Marie  L.  Michelson,  M.D. 
Pathology 
Chattanooga,  TN 


Since  1906,  the  Southern  Medical  Association 
has  been  the  best  kept  secret  in  the  South.  No 
longer!  The  word  is  out  and  everybody’s  talking. 

They’re  talking  about  the  educational  benefits 
of  belonging  to  the  largest  regional  multi- 
specialty association  in  the  U.S.  and  the  diversity 
of  the  Annual  Scientific  Assembly. 

They’re  talking  about  a non-political  associa- 
tion whose  only  mission  is  to  provide  the  best 
educational  and  financial  benefits  available 
anywhere. 


They’re  also  talking  about  unrivaled  member 
benefits  including  the  SMA  Insurance  Program, 
the  Physicians’  Purchasing  Program,  the  SMA 
Retirement  Program,  SMA  Travel  Services,  Dial 
Access,  the  Southern  Medical  Journal  and 
many,  many  more. 

But  most  of  all,  they’re  talking  about  how  SMA 
can  offer  so  much  at  such  a low  cost. 

Call  the  SMA  for  more  information  and  a 
membership  application.  Find  out  why  more  and 
more  physicians  are  joining  the  SMA  every  day. 


Join  tlie  SMA  today 

Post  Office  Box  1 90088 
Birmingham,  Alabama  35219 


. You’ll  be  talking  about  us  too! 


1-800-423-4992 
(205)  945-1840 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2  x 11  inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  ap- 
proval of  all  contributions  rests  with  the  Editor.  Ala- 
bama Medicine  reserves  the  right  to  edit  any  material 
submitted.  The  publishers  accept  no  responsibility  for 
opinions  expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional 
or  other  credits.  Bibliographies  must  contain,  in  the 
order  given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebookl Editorial  Manual,  published  by  the 
AM  A,  is  the  general  reference  for  questions  of  style. 
It  is  particularly  useful  in  the  proper  presentation  of 
data.  When  conflicts  occur  between  usage,  etc.,  by  an 
author  and  the  stylebook,  these  will  be  resolved  in  favor 
of  the  author  if  his  method  is  persuasive  and  logical . 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  In- 
ternational, Unabridged.  Second  Edition. 

Length  of  articles:  Articles  should  not  exceed  3,()(X) 
words  (approximately  3-4  printed  pages).  Under  ex- 
ceptional circumstances  only  will  articles  of  more  than 
4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  pho- 
tographs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MAS  A Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Ala- 
bama, P.  O.  Box  1900-C,  Montgomery,  Alabama 
36197.  Telephone  (205)  263-6441,  or  (toll-free  in  Al- 
abama) 1-800-392-5668. 


AFFORDABLE  TERM  LIFE  INSURANCE  - 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  AL  36606  • (205)  476-1737 

Above  rates  are  provided  by  Loyal  American  Life  Insurance  Company,  Mobile,  AL 
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Fast  Relief 

for 

Health  Insurance 
Headaches 


You  know  the  type  of  headaches  we 
mean-the  PPO’s,  HMO’s  and  con- 
tract services.  It  may  seem  like  they 
spend  more  time  creating  red-tape 
than  solving  problems.  But  not 
APHAT,  The  Alabama  Professional’s 
Health  Assurance  Trust. 

Hundreds  of  Alabama  health  care 
providers  already  know  about  our 
hassle-free  claims  service  and  com- 
petitive rates.  Find  out  how  it  feels 


to  have  a health  insurance  provider  , 
that’s  more  concerned  about  you  I 
than  your  fee  schedule.  Call  APHAT 
today  for  a benefit  brochure  and  rate 
information. 

APiiAr 

ALABAMA  PROFESSIONAL’S  HEALTH  ASSURANCE  TRUST 

Box  590009  • Birmingham,  AL  35259-0009 
1-800-272-6401  • 871-7280 


EXECUTIVE 

DIRECTOR 


S.  Lon  Conner 
Executive  Director,  MASA 


Is  Health  Care  Waste? 


Scarcely  a day  goes  by  that  we  do  not  hear  or  read 
of  yet  another  diatribe  on  the  high  costs  of  health 
care. 

That  costs  are  still  going  up,  inexorably,  and  will 
continue  to  do  so,  no  rational  physician  denies. 

What  disturbs  you,  and  me,  is  that  all  those  figures 
are  presented  in  a tone  of  moral  outrage,  as  if  health 
care  expenditures  detract  from  the  Gross  National 
Product.  Health  care  expenditures  seem  to  be  increas- 
ingly regarded  as  waste,  a net  loss  to  individual  Amer- 
icans and  to  the  country. 

Almost  four  years  ago,  then  MASA  President  Jack 
Hyman,  M.D.,  addressed  this  nonsense  for  what  it 
was,  and  still  is.  I think  his  words  may  be  even  more 
I pertinent  to  the  current  debate. 

! I am  devoting  my  column  to  what  Dr.  Hyman  wrote 
in  1984: 

“Hospitals  and  physicians  have  jointly  borne  the 
brunt  of  the  hue  and  cry  over  the  increased  percentages 
of  the  Gross  National  Product  going  to  health  care.  I 
am  getting  more  than  a little  tired  of  this  figure  cited 
as  somehow  wasteful. 

“If  you  look  it  up  in  the  World  Almanac,  as  I did, 
you  will  see  health  care  listed  as  a national  asset  along 
' with  the  national  wealth  generated  by  the  goods  and 
services  produced  by  other  industries  — from  mining 
j to  tobacco  manufacturing;  from  chemicals  and  printing 
( to  automobiles  and  furniture;  from  hotels  and  motion 
I pictures  to  automobile  repair  and  legal  services. 

“All  these  goods  and  services  constitute  our  Gross 
National  Product,  that  is  to  say  the  national  wealth 
I generated  by  these  various  sectors.  Health  care  is  an 
increasingly  important  one  economically,  reflected 
principally  in  millions  of  American  jobs,  but  also  in 
I many  other  ways  as  well. 

“After  being  industrially  dormant  for  many  years, 
the  health  care  industry  is  providing  many  relatively 


stable  jobs  in  and  out  of  hospitals  and  physicians  of- 
fices, nursing  homes,  pharmaceutical  companies,  in 
the  construction  trades  that  build  these  facilities,  and 
in  countless  other  suppliers  and  contractors. 

“For  too  long,  I think,  both  doctors  and  hospitals 
have  been  on  the  defensive  against  the  outraged  re- 
citations of  the  terrible  fact  that  9,  10  or  11%  of  the 
Gross  National  Product  is  spent  on  health  care.  We 
have  simply  permitted  them  to  state  it  backwards  with- 
out our  protest. 

“The  plain  truth  is  that  the  health  care  industry  (for 
lack  of  a better  term)  creates  national  wealth  just  as 
any  other  industry  does.  It  creates  physical  plant  and 
millions  of  jobs;  but  its  real  product  is  the  most  pre- 
cious of  any  industry,  human  health.  Measuring  the 
economic  impact  of  the  industry  by  these  positive 
standards,  it  is  far  more  important  to  the  economic 
well  being  of  the  nation  than,  say,  the  steel  or  auto- 
mobile industry. 

“You  don’t  hear  General  Motors  on  the  defensive 
because  Americans  last  year  spent  so  many  billions 
on  automobiles,  nor  do  you  hear  politicians  decrying 
this  fact.  On  the  contrary,  the  nightly  news  all  this 
year  has  been  trumpeting  as  a national  asset  the  strong 
demand  (for  which  read  spending)  for  cars,  new  homes 
and  retail  goods  of  all  kinds. 

“This  is  good  news,  they  say.  The  bad  news  is  that 
we  also  spend  too  much  on  health  care.  Why  this 
double  standard?  The  reason,  as  you  all  know,  is  that 
health  care  has  suddenly  been  declared  a right,  like 
voting  maybe,  and  therefore  any  money  spent  on  it  is 
an  outrage,  a net  loss,  money  out  the  window. 

“Can  anybody  tell  me  what  happened  to  permit  this 
kind  of  reasoning  to  prevail?  I think  all  of  us  in  health 
care  are  to  blame  for  the  triumph  of  negativistic  prop- 
aganda. We  let  them  change  the  rules  when  they  talk 
about  us  and  we  added  emphasis  to  their  cries  of  ruin 
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be  donning  hair  shirts  and  pathetically  acknowledging 
all  our  sins  of  omission  and  commission. 

“Having  said  that,  I hasten  to  add  what  we  all  know, 
that  there  has  been  waste  in  the  system.  (There  has 
also  been  waste  in  the  automobile  industry,  steel  and 
military  spending,  to  name  a few  other  examples.) 
There  will  always  be  some  of  what  others  call  waste 
because  medicine  is  an  inexact  science.  There  will  be 
an  irreducible  minimum  of  misses. 

“But  when  we  are  denounced  for  ‘all  those  tests,’ 
instead  of  confessing  our  profligate  ways,  maybe  we 
should  respond:  ‘Why  did  you  shoot  all  those  shells 
at  the  two  birds  you  bagged,  when  obviously  two  shells 
were  quite  enough?  The  principle  is  often  the  same.’ 
When  they  think  a minute,  maybe  they  will  get  the 
point.  The  doctor  didn’t  know  which  tests  would  be 
positive  and  the  hunter  didn’t  know  which  shells  would 
be  on  target.  Looking  for  answers,  sometimes  groping 
in  the  dark,  often  looks  wasteful  only  to  the  uninitiated. 
But  if  we  always  knew  what  tests  would  be  productive 
of  answers,  we  would  be  smart  enough  not  to  order 
any,  wouldn’t  we? 

“Medicine  is  uncertain  because  life  is  uncertain. 
Many  years  ago,  a young  physician  I knew  was  just 
beginning  practice  and  already  had  a young  family. 
At  his  request,  a life  insurance  salesman  had  drawn 
up  a policy  for  him  that  would  have  provided  for  his 
family  in  the  event  of  his  untimely  demise.  When  he 
protested  the  size  of  the  premium  for  this  coverage, 
the  salesman  said  to  him:  ‘Well,  if  you  know  you  aren’t 
going  to  die  for  25  years,  you  don’t  need  any  additional 
coverage.  Do  you  know  that?’ 

“Hospitals  and  doctors  are  in  the  uncertainty  busi- 
ness too.  Just  as  you  ‘wasted’  money  on  life  insurance 
premiums  for  coverage  you  didn’t  need,  because  you 
didn’t  die  at  an  awkward  time  for  a growing  family, 
so  is  money  spent  on  unproductive  technology  also 
‘wasted,’  but  only  to  that  extent. 

“It’s  similar  to  that  old  problem  addressd  by  the 
two  tipsy  gentlemen  contemplating  the  bottle  before 
them,  with  diametrically  opposed  views.  The  pessimist 
says  it’s  half  empty;  the  optimist  says  it  half  full.  Both 
are  right;  it’s  all  in  the  point  of  view.  Alarmists  can 
point  to  the  millions  spent  each  year  on  oncology  stud- 
ies that  produced  negative  findings.  They  see  that  as 
waste.  The  thousands  and  thousands  of  relieved  pa- 
tients who  got  that  good  news  don’t  see  it  that  way; 
neither  do  their  physicians. 

“So  if  the  pundits  say  10.9%  of  the  Gross  National 
Product  is  too  much  to  spend  on  health  care,  I think 
we  should  begin  challenging  that.  Health  care  has  sim- 
ply never  been  quoted  appropriately  in  the  reams  of 
figures  produced  by  the  Bureau  of  the  Census  or  the 
Department  of  Labor  Statistics.  I began  thinking  of 
this  glaring  omission  when  looking  over  one  of  the 
key  criteria  used  to  gauge  the  productivity  of  American 
manufacturing.  It’s  called  the  ‘Value  Added’  column. 


“They  take  the  value  of  the  raw  materials  and  sub- 
tract that  from  the  value  of  the  finished  products  and 
this  gives  them  the  ‘value  added’  by  the  particular  in- 
dustry — food  products,  machinery,  transportation, 
textiles,  lumber  and  wood  products,  and  so  on  down 
a long  list  that  grows  every  year. 

“You  won’t  find  human  health  as  a reported  ‘Value 
Added’  for  our  industry.  The  reason  is  simple:  What 
hospitals  and  physicians  produce  and  the  value  they 
add  cannot  be  computed  because  the  value  of  human 
life  can’t  be  computed.  But  the  pundits  who  criticize 
us  for  all  the  money  spent  in  our  industry  seem  to  be 
saying  we  don’t  really  produce  anything. 

“All  we  do,  I submit,  is  take  the  raw  materials  of 
an  ill  human  being,  unable  to  work  and  add  his  pro- 
ductivity to  the  national  total,  and  run  him  through  our 
plant,  restore  his  health  and  return  him  to  his  job  and 
family.  What  value  have  we  added  in  our  industrial 
process  of  one  person  returned  to  a healthy,  happy  and 
productive  life?  Forget  the  humanity,  the  pricelessness 
of  human  life,  because  we  could  never  agree  on  the 
value  added,  be  it  a million  or  a billion  dollars.  And 
our  critics  don’t  want  to  discuss  that  anyway.  How 
much  is  that  restored  life  worth  in  his  productive  ad- 
dition to  the  economy,  the  GNP,  and  to  his  continuing 
to  pay  taxes?  Many  thousands  surely.  And  this  is  mul- 
tiplied many  tens  of  thousands  of  times  every  day  by 
physicians  in  the  United  States. 

“So  I think  hospitals  and  doctors  have  taken  a bum 
rap,  partly  because  of  our  own  timidity  in  challenging 
the  outraged  yelps  of  politicians  and  pundits.  We  have 
been  content  to  let  them  rave  on  about  all  the  money 
spent  and  never  once  talked  about  the  wealth  we  have 
created  in  jobs  and  plant.  We  have  let  them  get  by 
with  the  monstrous  fiction  that  health  care  costs  are  a 
dead  weight  on  the  American  economy,  creating  no 
wealth,  subtracting  rather  than  adding  to  the  Gross 
National  Product. 

“Of  course  the  reasons  we  haven’t  answered  our 
critics  more  forcefully  is  the  obvious  one.  We  don’t 
think  of  the  work  of  physicians  and  hospitals  in  dollar 
values  but  in  terms  of  suffering  humanity.  This  ties 
our  hands  and  freezes  our  tongues  when  our  critics 
want  to  talk  only  in  these  cold  economic  terms. 

“Maybe  hospitals  and  doctors  should  put  production 
billboards  out  front,  as  manufacturing  companies  do, 
proclaiming  for  all  the  world  to  see  such  broadsides 
as  this: 

“ ‘In  1984  this  facility  contributed  uncounted  and 
uncountable  thousands  of  man! days  of  production  in 
every  field  of  human  endeavor  by  returning  hundreds 
of  sick  people  to  their  productive  place  in  society; 

‘ ‘ ‘We  saved  for  the  tax  collector  more  wages  not 
lost  to  permanent  disability  and  death  than  any  other 
industry  or  group  of  industries  can  claim  as  its  total 
contribution  to  our  schools,  fire  and  police  depart- 
ments and  all  other  community  services. 
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‘ ‘ ‘'We  prevented  hundreds  of  women  and  children 
om  becoming  widows  and  orphans,  returning  their 
breadwinners  to  them  so  they  could  continue  to  be 
concerned  with  the  high  cost  of  clothes,  cars  and  tel- 
evision sets; 

“ ‘'We  saved  for  the  betterment  of  the  community 
thousands  of  man/years  of  experienced  leadership  that 
would  have  otherwise  been  lost  for  all  time. 

“ ‘While  we  are  not  in  the  entertainment  business, 
we  brought  more  joy  and  laughter  than  any  network 
or  movie  producer  by  preventing  premature  death, 
thwarting  disease,  relieving  the  crippling  effects  of 
accident,  restoring  broken  bodies. 

“ ‘You  ask  why  we  have  become  such  a large  part 
of  the  Gross  National  Product?  Because  we  are  a 
growth  industry,  future  unlimited,  dealing  in  every 
human  emotion,  commodity  and  service.  We  didn’t 
name  ourselves  ‘the  Health  Care  Industry.’  Washing- 
ton did  that.  But  we  proudly  accept  our  role  as  the 
greatest  of  all  industries,  with  unsurpassed  productiv- 
ity and  efficiency  and  the  highest  quality  control  in  the 
history  of  this  planet. 

“ ‘We  are  the  health  care  industry,  turning  out 
healthy  children,  adults  with  life  expectancy  length- 
ened every  year.  Our  Value  Added  has  no  challenger 
in  the  industrial  world.  Our  worker  productivity  can- 
not be  matched,  even  by  the  Japanese. 

“ ‘Our  product  is  the  best  in  the  world,  and  the 
least  expensive  when  the  balance  sheet  is  fairly  pre- 
sented. 

“ ‘And  our  product  is  the  one  thing  you  can’t  live 
without.  ’ ’ 

“Too  crude?  Maybe.  On  the  other  hand,  haven’t 
we  been  crudely  used  for  too  long  by  government  and 
industry  as  the  worst  examples  of  industrial  ineffi- 
ciency? I for  one  am  ready  to  fight  back,  even  if  it 
means  billboards  like  this  one.  I have  heard  a lot  of 
talk  about  marketing.  What  is  wrong  with  marketing 
our  success  story,  the  greatest  in  the  history  of  the 
world?” 

I think  Dr.  Hyman  said  just  about  everything  that 
could  be  said  on  the  important  point.  This  is  a theme 
that  should  be  developed.  For  starters,  try  this:  the 
next  time  some  sanctimonious  type  asks  you  why  health 
care  expenditures  are  11%  or  so  of  the  GNP,  respond 
— “1  can’t  figure  it  out  myself.  I think  we  should  be 
spending  around  15  or  16%.”  □ 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS.  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1 For  therapeutic  use  in  patients  with  hyppkalemia  with  nr  witheut  metabclic  alkalesis.  in  digitalis 
intoxicatien  and  in  patients  with  hypekalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3 The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated, 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia  —In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g.,  spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formuiated  to  provide  a controlled  release  of  poTassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KCI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e.g. , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate, 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  In  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended.  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interacfions:  Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Ferllllty:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed. 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINOICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely, 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  Im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS).  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1,  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4 Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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Keeping 


Is  no 
mystery 

CLUE:  Find  an  exercise 
program  you  like. 

Whether  it  be  jogging,  aerobic 
(Jancing,  brisk  walking  or  any  of 
dozens  of  sports,  there's  an  exercise 
for  everyone.  Just  find  the  activity 
you  like  and  get  moving  . . . 

CLUE:  Make  it  part  of  your 
weekly  routine. 

Three  20-minute  sessions  per  week 
of  an  aerobic  exercise  will  help  build 
up  your  heart/lung  fitness.  Add  20- 
30  minutes  of  muscle  strengthening 
exercise  2-3  times  a week  and  a few 
minutes  of  daily  stretching  and  your 
overall  fitness  will  improve. 

CLUE:  Stay  with  it. 

Although  more  people  are  exercising 
than  ever  before,  many  drop  out 
within  six  months.  The  key  is  to  Stay 
With  It.  Only  those  who  exercise 
regularly  get  all  the  benefits. 

For  a free  “Staying  With  It"  booklet, 
write  Fitness,  Dept.  110,  Washington, 
D.C.  20001. 


The  President's  Council  on 
Physical  Fitness  and  Sports 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENnRALS 


■ Highly  active  in  vitro  against  a broad  range  of 

gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 


■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracts 
-skin/skin  structure^  -bones  and  joints^ 

■ Convenient  B.LD.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  vuith  in  vivo  results 

Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO*  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 
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TABLETS 


(ciprofloxacin  HCI/ Miles 


■ 500  mg  B,LD,  for  most  infections; 

750  mg  B.LD.  for  severe  or  complicated  infections. 


CONVENIENTR/.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 

Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  6./.D. 

Severe/Complicated 

750  mg  B.I.D. 

Urinary  Tracf 

Mild/Moderate 

250  mg  B.I.D. 

Severe/Complicated 

500  mg  B.I.D. 

Intectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  IS  indicaied  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influemae.  Haemophilus  parainfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartii.  Morganella  morganii.  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains),  Sta- 
phylococcus epidermidts.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae,  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morganii.  Citrobacter  diversus.  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexneriT  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
‘Efficacy  for  this  organism  m this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
qumolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacm. 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General 

As  with  other  qumolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness.  Iightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluna  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic  f^tients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interleres  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  tn  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

f^ients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals  The  preferred  time  of  dosing  is 
two  hours  after  a meal  f^tients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness,  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Eertilitv 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E.  coll  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  Vig  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy -Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  limes  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS  CLASS,  CAUSES  ARTHROR^THY  IN 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  [SEE  WARNINGS) 

Nursing  Mothers 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother 
Pediatric  Use 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  (SEE 
WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2,799  patients  received  2.868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses,  possibly 
related  in  9 2%.  and  remotely  related  in  3 0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3 5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1  5%).  skin  (0  6%).  and  central  nervous  system 
(0  4%) 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5  2%),  diarrhea  (2  3%),  vomiting 
(2  0%),  abdominal  pain/discomfort  (1  7%),  headache  (1  2%).  restlessness  (1 1%),  and  rash  (1 1%) 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  of 
qumolones  are  italicized 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness.  Iightheadedness.  insomnia,  nightmares,  hallucina- 
tions. manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 

SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face.  neck,  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion,  erythema  nodosum 

SPECIAL  SENSES  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy.  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm. 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  seventy,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment. 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship: 

Hepatic  - Elevations  of  ALT  (SGPT)  (1  9%).  AST  (SGOT)  (1  7%).  alkaline  phosphatase  (0  8%).  LDH  (0  4%), 
serum  bilirubin  (0  3%) 

Hematologic  - eosinophilia  (0.6%).  leukopenia  (0  4%).  decreased  blood  platelets  (0 1%).  elevated  blood 
platelets  (0 1%),  pancytopenia  (0.1%). 

Renal  - Elevations  of  Serum  creatinine  (1 1%).  BUN  (0  9%) 

CRYSTALLURIA.  CYLINDRURIA.  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 
OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactions  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  IS  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12  hours. 

Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg.  and  750  mg  in  bonles  of  50.  and  in 
Unn-Oose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


‘Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 

COMMITTED  TO  THERAPEUTIC  EFFICIENCY 

Mites  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 


©April  1988,  Miles  Inc  Printed  in  US  A C09327  MLR-261 


MILES 


PRESIDENT’S 

PAGE 


William  A.  Leitner,  M.D. 
President,  MASA 


A New  Reality 


As  all  of  you  know  there  is  an  enormous  amount 
of  material  published  each  day  on  the  socio- 
economic aspects  of  the  practice  of  medicine.  It  is 
interesting  to  peruse  this  material,  much  of  it  quite 
redundant,  in  an  effort  to  pick  up  significant  trends 
and  happenings. 

The  editorial  page  of  The  Wall  Street  Journal  on 
July  7,  1988,  contained  an  editorial  which  I think  is 
worth  bringing  to  your  attention. 

William  B.  Schwartz,  M.D.,  professor  of  medicine 
at  Tufts,  is  the  principal  adviser  to  the  Health  Policy 
Program  at  RAND  Corporation.  His  reputation  for 
calling  them  like  he  sees  them  is  impeccable.  His  ed- 
itorial is  devoted  to  an  analysis  of  the  difficulties  HMOs 
are  encountering.  He  states  his  conclusion  in  the  first 
sentence. 

“Health  Maintenance  Organizations  are  in  trou- 
ble.” 

Dr.  Schwartz,  M.D.,  notes  that  in  the  last  year  which 
data  is  available,  71%  of  HMO’s  reported  deficits. 
Dr.  Schwartz: 

“Explanations  abound.  High  start-up  costs,  poor 
management,  inadequate  market  research  and  insuf- 
ficient payments  by  Medicare  have  all  probably  played 
a part.  Resolving  these  difficulties  could  put  HMOs 
on  a sounder  footing,  but  a more  serious  threat  to  their 
competitive  position  has  gone  undiagnosed.  HMOs  are 
vulnerable  because  their  one  cost  advantage  over  tra- 
ditional fee-for-service  care  — the  use  of  fewer  hos- 
pital days  — is  eroding.  (Emphasis  added.) 

“In  all  other  areas  of  patient  care,  HMOs  differ 
little  from  the  competition.  To  begin  with,  the  annual 


rate  of  rise  in  HMO  cost  has  been  indistinguishable 
from  that  in  the  fee-for-service  sector. 

“For  example,  a study  that  I conducted  with  three 
colleagues  indicated  that  from  1976  to  1981  costs  in 
both  sectors  rose  about  75%.  A 1980  study  by  econ- 
omist Harold  Luft  of  the  University  of  California  also 
indicated  that  the  rates  of  increase  were  almost  equal 
during  the  period  1961  to  1974. 

“This  parallel  growth  is  not  surprising,  because  both 
HMOs  and  the  fee-for-service  sector  have  had  to  face 
the  same  dramatic  increase  in  new  and  expensive  tech- 
nology. Coronary  bypass  surgery,  hip  replacement  and 
intensive-care  units  are  but  the  tip  of  the  iceberg. 

“Moreover,  accelerated  technologic  innovation  over 
the  next  decade  will  aggravate  this  problem  for  all 
providers.  If  HMOs,  as  they  promise,  continue  to  make 
available  the  benefits  of  expensive  diagnostic  and  ther- 
apeutic advances,  they  will  inevitably  face  the  same 
financial  pressures  that  affect  other  providers.” 

Then  what  do  HMOs  have  left  to  sell?  One  of  their 
pitches  has  been  that  they  are  more  aggressive  in  pre- 
ventive medicine,  as  befits  their  name,  but  Dr.  Schwartz 
says  there  is  no  evidence  at  all  that  such  efforts  have 
had  an  appreciable  impact  on  costs.  He  continues: 

“Finally,  HMOs  have  differed  little  from  their  com- 
petitors in  the  provision  of  ambulatory  care.  The  per- 
capita  number  of  ambulatory  visits  in  HMOs  and  in 
fee-for-service  controls,  according  to  a variety  of  stud- 
ies, has  been  almost  equal. 

“Rather,  HMOs  have  been  less  costly  than  other 
providers  because  ...  for  many  years  they  have  used 
an  average  of  30%  fewer  in-patient  hospital  days  per 
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enrollee  than  in  the  fee-for-service  sector. 

“But  this  margin  is  eroding  because  the  pressures 
of  rapidly  rising  costs  are  forcing  fee-for-service  in- 
surers to  emulate  HMOs.  Based  on  figures  provided 
by  the  American  Hospital  Association,  inpatient  days 
fell  18%  in  the  U.S.  between  1982  and  1987. 

“Fortunately  for  HMOs,  some  of  the  saving  in  the 
fee-for-service  sector  has  not  reached  the  bottom  line 
of  the  fee-for-service  insurer.  Many  patients  not  ad- 
mitted to  the  hospital  seek  care  instead  in  clinics,  doc- 
tors’ offices  and  ambulatory  surgical  facilities.  The 
resulting  increase  in  ambulatory  care  will,  in  the  short 
term,  help  HMOs  maintain  their  cost  advantage. 

“But  competition  and  the  pressure  on  all  providers 
to  contain  costs  can  be  expected  to  largely  eliminate 
whatever  unnecessary  ambulatory  care  is  being  pro- 
vided in  the  fee-for-service  sector,  just  as  is  occurring 
in  the  case  of  hospital  days.  And  at  this  point  much 
of  the  competitive  edge  of  the  HMO  will  have  dis- 
appeared.” 

Then  what?  Dr.  Schwartz  believes  that  once  HMOs 
have  squeezed  out  the  last  drop  of  inefficiency  in  their 
operations,  they  can  maintain  their  competitive  edge 
as  the  low-cost  provider  only  through  “a  cutback  on 
provision  of  beneficial  care”  — in  short,  rationing. 

Dr.  Schwartz: 

“HMOs  can  limit  consultations  by  specialists,  trim 
back  on  expensive  tests  such  as  magnetic  resonance 
imaging,  and  hold  off  an  open-heart  surgery  except  in 
the  most  disabling  cases  of  angina. 

“The  patient  will,  of  course,  have  little  or  no  hand 
in  making  these  investment  decisions.  When  choices 
on  tests  and  treatment  must  be  made,  the  physician 
will  decide.  The  patient,  having  ceded  his  authority  to 
the  HMO,  must  settle  for  what  is  offered  to  him,  unless 
he  wishes  to  pay  the  cost  of  obtaining  care  outside  the 
plan. 

“At  least  for  a time,  HMOs  will  probably  be  able 
to  compete  by  reducing  service  without  the  patient’s 
knowledge.  Most  patients  will  not  be  aware  of  an 
expensive  test  forgone  or  a consultation  not  provided 


— omissions  that  can  readily  escape  detection  if  they 
are  limited  in  scope. 

“But  when  the  outer  bounds  of  this  strategy  have  t 
been  reached,  HMOs  almost  certainly  will  become 
more  forthright  about  what  they  are  offering.  To  meet 
the  test  of  the  marketplace,  they  are  likely  to  openly  ■ 
differentiate  themselves  according  to  price,  range  of 
services,  and  quality. 

“In  the  highly  competitive  marketplace  that  is  now 
evolving,  many  health  maintenance  organizations  may  j 
well  be  impelled  to  change  their  style  from  lean  to 
mean.  1 

“But  most  important,  it  now  seems  clear  that  em-  1 
ployers  and  government  must  give  up  their  fantasy  that  I 
HMOs  have  some  magic  that  can  provide  a painless  a 
path  to  fiscal  salvation.”  | 

It  is  significant  that  this  editorial  verbalizes  the  link  || 
between  rationing  of  care  and  cost  containment.  Surely  | 
this  is  one  of  the  prime  danger  areas  in  the  managed  || 
care  scenario.  | 

More  importantly  though,  this  editorial  makes  an  ' 
unassailable  point  which  should  not  be  lost  on  any  of  4 
us.  That  point  is  simply  this:  the  economics  which  can  | 
be  introduced  into  the  delivery  of  medical  care  occur 
at  the  physician-patient  interface  where  the  decisions 
reached  dictate  the  resource  consumption. 

The  same  acceptable  options  are  available  to  each 
physician;  so  there  really  is  no  significant  advantage 
of  one  type  of  practice  setting  over  another. 

The  fee-for-service  practice  can  be  just  as  efficient 
as  managed  care,  provided  those  who  practice  it  are  i 
diligent  in  their  decisions.  (And  perhaps  can  accom-  | 
plish  it  with  fewer  layers  of  bureaucracy!) 

Lastly  and  probably  most  importantly,  the  editorial 
correctly  recognizes  that  he  who  controls  the  medical 
decisions  controls  the  system.  Traditionally  this  has 
been  our  province  and  I submit  that  in  our  patient’s 
best  interest  as  well  as  our  own  best  interest,  this  must 
be  preserved.  We  must  never  lose  sight  of  the  re- 
sponsibilities that  come  with  our  decisions,  nor  should 
we  fail  to  recognize  the  authority  inherent  in  them. 
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Lexington  Clinic... 
serving  the  Bluegrass  Re 
since  1920. 


Providing  the  latest  in  health  care  services  to  individuals, 
families  and  corporations  in  the  growing  Bluegrass  area. 


LEXINGTON  CLINIC  CARDIOLOGY  SECTION 

Half-Day  Conference 

NEW  CLINICAL  APPROACHES  TO  CARDIOVASCULAR  MEDICINE  AND  SURGERY 


Program: 

Topics  to  include:  Evolution  of  Cholesterol  Awareness:  New  Therapeutic 
Strategies;  Coronary  Angioplasty;  Intravenous  Thombolytic  Therapy; 
Care  of  Patients  Following  Open  Heart  Surgery. 

Date: 

Time: 

Location: 

Saturday,  October  1,  1988 

8:00  a.m.  - 12  noon 

Radisson  Plaza  Hotel,  Lexington,  Kentucky 

Activities: 

The  University  of  Kentucky  Wildcats  football  team  will  be  playing  the 
University  of  Alabama  Crimson  Tide  on  October  1,  at  1:30  p.m. 

Accommodations: 

A block  of  rooms  has  been  reserved  at  the  Radisson  Plaza  Hotel  until 
September  9. 

Reservations 
& Information: 

For  additional  information  on  the  conference,  contact  Barbara  Brown, 
Marketing  Department,  (606)  255-6841,  ext.  4230. 

Accreditation: 

Appropriate  continuing  medical  education  credit  has  been  requested 
from  the  American  Medical  Association  and  the  American  Academy  of 
Family  Physicians. 

Lexington  Clinic 
1221  South  Broadway 
Lexington,  Kentucky  40504 

(606)  255-6841 


Lexington  Clinic  East 
Primary  Care  Center 
100  North  Eagle  Creek  Drive 
Lexington,  Kentucky  40509 

(606)  255-6841 


CALL  FOR  PAPERS 

Medical  Association  of  the  State  of  Alabama 
FIFTH  INVITATIONAL  SCIENTIFIC  SYMPOSIUM 

Saturday,  January  21,  1989  — 9 a.m.  to  4 p.m. 

The  Wynfrey  Hotel,  Riverchase  Galleria,  Birmingham 


Purpose  of  the  Program  — This  program  is  designed  to  allow  Alabama  physicians  to  share  with  their 
colleagues  current  research  efforts  and  professional  concerns.  Topics  selected  will  cover  a wide  range  of 
medical  interests. 


Program  Format  — The  program  will  be  structured  from  the  papers  submitted  by  Alabama  physicians. 
Depending  on  the  number  of  papers  received,  topics,  etc.,  some  papers  will  be  presented  orally  while  others 
may  be  part  of  a manuscript  discussion  period  led  by  a moderator.  Registrants  and  participants  will  receive 
advance  copy  of  all  papers. 

Paper  Selection  — Papers  will  be  selected  using  the  following  criteria  and  procedures. 

1 . The  subject  matter  should  be  of  interest  to  physicians  in  a number  of  specialties.  Emphasis  should  be  on 
medical  problems  which  may  be  encountered  by  primary  care  physicians. 

2.  This  is  a program  designed  for  and  presented  by  Alabama  physicians,  so  current  local  research  efforts 
and  professional  concerns  will  be  given  top  consideration. 

3.  The  paper  should  be  one  that  can  be  adequately  outlined  and  covered  in  20  minutes  with  additional  time 
for  questions.  Selectees  will  be  expected  to  prepare  suitable  written  material  to  be  used  with  the  pres- 
entation for  the  study  and  use  of  the  attendees. 

4.  On  the  final  review  of  papers,  members  of  the  MASA  Council  on  Medical  Education  will  select  topics  from 
a variety  of  specialties  and  physician  interests  to  offer  a balanced  program  of  general  interest. 

Symposium  Timetable  . . . August  1 5 to  October  1 5,  1 988  — Call  for  abstracts.  October  1 5,  1 988  — Final 
date  for  abstracts  to  be  received.  Late  October,  1988  — Review  of  abstracts  by  the  Council  on  Medical 
Education  and  final  selection  of  papers.  November-January  1989  — Announcement  of  selections;  publicity 
and  promotion  of  Symposium,  printing  of  abstracts  and  handouts.  January  21 , 1 989  — Program  in  Birmingham. 

Symposium  Topics  — To  acquaint  potential  presenters  with  the  kinds  of  subjects  that  might  be  suitable, 
the  speakers  and  topics  at  the  1986  Symposium  are  listed  below. 

James  A.  Whiteside,  M.D.  — Traumatic  Dislocation  and  Subluxation  of  the  Patella  in  Athletes;  Steve 
Baldwin,  M.D.  — Intraosseous  Infusions;  Gary  D.  Monheit,  M.D.  — The  Epidemic  of  Skin  Cancer;  John 
Ferrar,  M.D.  — Palpable  and  Nonpalpable  Breast  Lesions;  Robert  Y.  Kim,  M.D.  — Management  of  Cancer 
of  the  Uterine  Cervix;  J.  Max  Austin,  M.D.  — Cancer  Screening  and  GYN  Oncology  for  the  Practicing 
Physician;  Donald  Williamson,  M.D.  — AIDS  Update  for  Alabama;  Harold  A.  Helms,  M.D.  — Epidemiology, 
Management  and  Outcome  of  Eye  Trauma  in  Alabama;  James  A.  Kimble,  M.D.  — Proven  Laser  Therapies 
for  Eye  Disease;  Robert  L.  Baldwin,  M.D.  — Therapeutic  Options  in  Treating  the  Dizzy  Patient;  M.  K. 
Oh,  M.D.  — Sexually  Transmitted  Disease  Among  Adolescent  Girls  — Alabama  Experience;  John  L. 
Mathews,  M.D.  — Mini  Laparotomy  and  Cholecystectomy;  Terry  A.  Treadwell,  M.D.  — The  Foot  in 
Diabetes  Sugar  Foot. 

Abstracts  — Abstracts  of  the  proposed  paper  (200-300  words,  double-spaced)  should  be  sent  to  the  Council 
on  Medical  Education,  using  the  form  below,  or  a similar  format. 

ABSTRACT 

TO:  Council  on  Medical  Education,  MASA,  P.O.  Box  1900-C,  Montgomery,  AL  36197 

I would  like  to  present  a paper  at  the  MASA  Invitational  Symposium  on  Saturday,  January  21,  1989  at 
the  Wynfrey  Hotel  in  Birmingham.  An  abstract  (200-300  words  double-spaced)  is  attached. 

I would  like  to  be  considered  for: 

□ Oral  presentation  of  complete  paper  only 

□ Either  oral  presentation  or  manuscript  discussion  period 
□ Manuscript  discussion  period  only 

Name Phone 

(Please  Type) 


Address 


ARMY  RESERVE  MEDICAL  PROFILE  NO.  5 


ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  & Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surger'^ 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  U.S.A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 

MM  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steiling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


Effective  once-nightly 

duodenal  ulcer  therapy  available  in  a 


Unique  Convenience  Pak 

for  better  patient  compliance 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  lor  prescribing  information. 
Indications  and  Usage:  Axid  is  indicated  tor  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h.s  after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General—]  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  m patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  tor  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions— Uo  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  Iidocame.  phenytoin.  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3.900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  b.t  d . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility— /<  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  m male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  m any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  limes  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
While  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates. 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Dse— Safety  and  effectiveness  in  children  have  not  been  established 
Use  m Elderly  Patients— \i\cet  heating  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  atone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reecttons;  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  m the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%).  urticaria  (0.5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 


determine  whether  these  were  caused  by  nizatidine 
/fepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGDT  (AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGDT.  SGPT  enzymes  (greater  than  500  lU/L).  and  in  a single 
instance.  SGPT  was  greater  than  2.000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rale  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  wiere  reversible  after  discontinuation 
of  Axid 

Cardiovascular— \n  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

fndocrrne— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Ftare  reports  of  gynecomastia  occurred 
Hemalologic—fa\z\  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H^-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 
/rrfegumenfa/— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Of/ter— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdotage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  8(X)  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD$o  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively  PV  2091  AMP  (041288] 

Axid*  (nizatidine.  Lilly) 


Eli  Lilly  and  Company 

Indianapolis.  Indiana 

46285 


NZ-2903-B-849356  © tsee.  eli  lilly  and  company 


Axid*  (nizatidine.  Lilly) 


A Different  Methodologic 
Approach  to  “Ideal  Weight” 

A Study  of  Body  Mass  Index  (BMI) 

Emanuel  Cheraskin,  M.D.,  D.M.D.* 


Abstract 

This  is,  as  far  as  we  can  determine,  the  first 
attempt  to  develop  the  “ideal”  weight  in  terms 
of  health  versus  morbidity  and  mortality  anal- 
yses from  a study  of  621  presumably  healthy 
doctors  and  their  spouses.  The  evidence  sug- 
gests, within  the  limits  of  this  methodology, 
that  the  “ideal”  weight  is  probably  within  a 
more  narrow  range  than  generally  accepted. 
Additionally,  it  is  clear  that  the  body  mass 
index  (BMI)  is  significantly  different  in  men 
versus  women. 


• Professor  Emeritus,  University  of  Alabama  Medical  Center  in  Birmingham. 


Introduction 

An  earlier  report*  made  several  points.  Firstly, 
weight  is  a sensitive  barometer  of  health  and 
sickness.  Secondly,  weight  problems  are  extremely 
common.  Thirdly,  the  bulk  of  published  information 
regarding  so-called  desirable  weight  is  derived  from 
mortality  studies  and  specific  morbidity  analyses. 
Fourthly,  very  little  attention  has  been  directed  to  “op- 
timal” weight.  Lastly,  an  earlier  report  attempted  to 
develop  “ideal  weight”  in  terms  of  health  rather  than 
disease  utilizing  the  ponderal  index,  the  height  (in 
inches)  divided  by  the  cubed  root  of  the  weight  (in 
pounds). 

This  report  is  designed  to  reexamine  the  same  data 
in  terms  of  another  height/weight  ratio,  namely  body 


TABLE  1 

An  Analysis  of  the  Body  Mass  Index  in  a Progressively  Healthier  Sample  of  the  Population 

Line 

Groups 

Sample  Size 

Clinical  Findings 

Body  Mass  Index 

Range 

Mean 

Range 

Mean  & S.D. 

1 

entire  sample 

621 

0-125 

18.0 

18.0-43.1 

25.34 

± 3.21 

2 

<50 

604 

0-  49 

16.7 

18.0-43.1 

25.34 

± 3.21 

3 

<40 

576 

0-  39 

15.4 

18.0-38.6 

25.31 

± 3.16 

4 

<30 

516 

0-  29 

13.3 

18.0-38.6 

25.29 

± 3.14 

5 

<20 

399 

0-  19 

10.2 

18.0-38.6 

25.36 

± 3.20 

6 

<10 

193 

0-  9 

6.0 

18.8-38.6 

25.08 

± 3.06 

7 

< 5 

49 

0-  4 

2.9 

19.4-32.1 

24.48 

± 3.00 

8 

< 4 

30 

0-  3 

2.1 

19.4-30.6 

24.14 

± 3.00 

9 

< 3 

17 

0-  2 

1.5 

19.4-29.0 

23.61 

± 2.84 

10 

< 2 

6 

0-  1 

0.5 

19.4-25.5 

22.70 

± 2.33 

11 

0 

3 

0 

0.0 

21.9-25.5 

23.98 

± 1.52 
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TABLE  2 


An  Analysis  of  the  Body  Mass  Index  in  a Progressively  Healthier  Male  Sample 


Line 

Groups 

Sample  Size 

Clinical  Findings 

Body  Mass  Index 

Range 

Mean 

Range 

Mean  & S.D. 

1 

entire  sample 

351 

0-82 

15.3 

18.8-38.6 

26.56  ± 2.70 

2 

<50 

347 

0-45 

14,7 

18.8-38.6 

26.57  ± 2.71 

3 

<40 

335 

0-38 

13.7 

18.8-38.6 

26.56  ± 2.75 

4 

<30 

312 

0-29 

12.2 

18.8-38.6 

26.50  ± 2.77 

5 

<20 

254 

0-19 

9.7 

18.8-38.6 

26.55  ± 2.83 

6 

<10 

133 

0-  9 

6.0 

18.8-38.6 

26.05  ± 2.75 

7 

< 5 

32 

0-  4 

3.0 

20.8-32.1 

25.94  ± 2.44 

8 

< 4 

18 

0-  3 

2.2 

22.7-30.6 

26.07  ± 2.21 

9 

< 3 

10 

0-  2 

1.5 

23.1-29.0 

25.66  ± 1.72 

10 

< 2 

3 

0-  1 

0.3 

24.5-25.5 

24.89  ± 0.44 

11 

0 

2 

0 

0.0 

24.5-25.5 

25.01  ± 0.50 

mass  index  (BMI)  which  is  the  weight  (in  kilograms) 
divided  by  the  square  of  the  height  (in  centimeters). 
Clearly,  utilizing  this  ratio,  one  finds  that,  as  the  num- 
ber increases,  one  approaches  heaviness;  as  the  number 
declines,  one  moves  toward  thinness. 

Method  of  Investigation 

As  has  been  pointed  out  earlier,  it  is  fair  to  assume 
that,  all  other  factors  being  equal,  persons  without 
clinical  symptoms  and  signs  are  probably  healthier 
than  subjects  who  are  symptomatic.  Based  on  this  hy- 
pothesis, 621  presumably  healthy  doctors  and  their 
spouses  completed  the  Cornell  Medical  Index  Health 
Questionnaire  (CMI).^  The  total  number  of  affirmative 
responses  may  be  utilized  as  a measure  of  clinical  state. 
Additionally,  all  of  the  subjects  were  graded  for  height 
and  weight  and  height/weight  relationships;  in  this  in- 
stance, body  mass  index  (BMI). 

Results 

Table  1 summarizes  the  findings  with  regard  to  the 
BMI.  Included  are  the  sample  sizes,  the  ranges  of 
affirmative  scores  utilizing  the  Cornell  Medical  Health 
Index  Health  Questionnaire  along  with  the  means  for 
the  CMI  responses.  Finally,  also  shown  in  Table  1 are 
the  ranges  for  the  indices  and  their  means  and  standard 
deviations.  For  example,  for  the  entire  sample  of  621 
subjects,  one  finds  a spread  of  CMI  scores  from  0 to 
125  with  a mean  of  18.0  (line  1).  The  BMI  ranges 
from  18.0  to  43. 1 with  a mean  and  standard  deviation 
of  25.34  ± 3.21. 

Line  2 represents  a similar  analysis  for  those  subjects 
with  <50  symptoms  and  signs.  One  finds  now  in  this 
|i  presumably  healthier  group  only  604  subjects  with  a 
spread  of  CMI  responses  from  0 to  49  and  with  a mean 
j of  16.7.  The  BMI  range  is  still  from  18.0  to  43. 1 with 
a mean  and  standard  deviation  of  25.34  ± 3.21.  In 
other  words,  there  is  practically  no  difference  in  the 
BMI  for  the  entire  group  (line  1 ) versus  the  more  select 
group  (line  2)  showing  <50  clinical  symptoms  and 
signs. 


As  one  proceeds  downward  from  line  2 to  line  1 1 , 
the  calculations  are  derived  from  a systematically 
healthier  group  as  judged  by  the  fact  that  they  report 
progressively  fewer  clinical  symptoms  and  signs. 

Several  points  are  worthy  of  special  mention.  It  will 
be  noted  that,  as  one  proceeds  from  line  1 through  line 
11,  the  lowest  BMI  scores  (representing  the  lightest 
individuals)  seem  to  progressively  fall  out.  In  other 
words,  as  one  builds  a progressively  healthier  sample, 
the  very  thin  subjects  with  BMIs  such  as  18.0  and  then 
19.4  seem  to  vanish.  Additionally,  precisely  the  same 
pattern  prevails  at  the  upper  limit  (especially  heavy 
subjects).  As  one  progressively  builds  a so-called 
healthier  group,  the  very  high  BMI  scores  (suggesting 
those  who  are  heavy)  seem  also  to  be  eliminated.  Thus 
one  notes  the  falling  out  of  43. 1 and  then  38.6  and  so 
forth. 

Finally,  it  becomes  evident  from  these  calculations 
that  the  mean  body  mass  index  moves  in  a most  orderly 
and  progressive  fashion  slightly  down  as  one  proceeds 
from  line  1 to  line  1 1 . The  one  major  exception  is  line 
1 1 and  this  may  well  be  because  of  the  small  sample 
size  of  three  persons.  As  or  more  importantly,  the 
spread  of  values  shrinks  in  an  orderly  and  progressive 
manner  from  3.21  (line  1)  to  1.52  (line  11). 

Discussion 

Thus  far,  the  evidence  indicates  that,  as  one  con- 
structs a relatively  symptomless  and  signfree  group  of 
subjects,  the  BMI  shrinks  in  a most  orderly  and  con- 
sistent manner  to  a relatively  more  narrow  range. 

Parenthetic  mention  should  be  made  that  this  is  pre- 
cisely the  pattern  earlier  observed  with  regard  to  the 
ponderal  index  (PI).' 

Since  it  is  obvious  that  men  are  generally  taller  and 
heavier  than  women,  this  raises  the  question  as  to 
whether  the  BMI  corrects  for  this  clinical  discrepancy 
or  whether  there  are  in  fact  different  “ideal”  BMIs 
for  the  two  .sexes. 

To  help  answer  this  question.  Table  2 summarizes 
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TABLE  3 

An  Analysis  of  the  Body  Mass  Index 
in  a Progressively  Healthier  Female  Sample 

Line 

Groups 

Sample  Size 

Clinical  Findings 

Body  Mass  Index 

Range 

Mean 

Range 

Mean  & S.D. 

1 

entire  sample 

270 

0-125 

21.4 

18.0-43.1 

23.74  ± 3.12 

2 

<50 

257 

0-  49 

19.3 

18.0-43.1 

23.67  ± 3.09 

3 

<40 

241 

0-  39 

17.8 

18.0-34.7 

23.57  ± 2.88 

4 

<30 

204 

0-  29 

15.0 

18.0-34.7 

23.43  ± 2.72 

5 

<20 

145 

0-  19 

11.2 

18.0-34.7 

23.29  ± 2.72 

6 

<10 

60 

0-  9 

6.0 

19.0-30.5 

22.91  ± 2.55 

7 

< 5 

17 

0-  4 

2.7 

19.4-27.0 

21.73  ± 1.79 

8 

< 4 

12 

0-  3 

2.1 

19.4-23.3 

21.24  ± 1.03 

9 

< 3 

7 

0-  2 

1.4 

19.4-21.9 

20.66  ± 0.84 

10 

< 2 

3 

0-  1 

0.7 

19.4-21.9 

20.51  ± 1.05 

11 

0 

1 

0 

0.0 

— 

— 

the  BMI  for  the  male  group.  The  analysis  follows  the 
pattern  earlier  described  for  the  entire  sample.  It  is 
clear  that,  as  one  progressively  builds  a healthier  group 
of  male  individuals,  the  range  and  the  mean  and  the 
standard  deviation  shrink  once  again  in  a very  orderly 
fashion.  Additionally,  it  is  obvious  that  the  results  are 
different  than  earlier  observed  (Table  1)  for  the  entire 
group. 

Also,  as  shown  in  Table  3,  the  pattern  is  essentially 
the  same  for  the  female  subset,  namely  that  as  one 
builds  a healthier  group,  the  range  and  the  mean  and 
standard  deviation  shrink  in  a systematic  fashion.  Once 
again,  it  is  clear  that  the  scores  for  the  females  appear 
to  be  different  than  for  the  male  subset. 

Finally,  Table  4 attempts  to  establish  the  statistical 
significance  of  the  difference  of  the  means^  for  the  two 
sexes.  There  is  no  question  but  that,  at  every  so-called 
health  point,  there  is  a statistically  significant  differ- 
ence of  the  BMI  in  the  two  genders.  Also,  it  is  clear 


that  the  “ideal”  weight  as  measured  by  the  BMI  is 
lower,  suggesting  greater  thinness,  in  the  female  than 
in  the  male. 

Summary  and  Conclusions 

This  study  on  body  mass  index  (BMI)  is  a com- 
panion to  an  earlier  report  on  ponderal  index  (PI).  The 
patterns  in  these  two  papers  is  essentially  the  same. 
Firstly,  as  one  builds  a progressively  healthier  sample, 
the  mean  “ideal”  weight  moves  slowly  toward  thin- 
ness. Secondly,  the  standard  deviation  shrinks  sug- 
gesting greater  homogeneity.  Finally,  the  “ideal”  fe- 
male norm  seems  to  suggest  greater  thinness.  Q 
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TABLE  4 

A Statistical  Analysis  of  the  Body  Mass  Index 
in  the  Male  and  Female  Groups 

Line 

Groups 

Male 

Female 

t 

Sample  Size 

B.M.I. 
mean  & S.D. 

Sample  Size 

B.M.I. 
mean  & S.D. 

1 

entire  sample 

351 

26.56  ± 2.70 

270 

23.74  ± 3.12 

11.828** 

2 

<50 

347 

26.57  ± 2.71 

257 

23.67  ± 3.10 

11.991** 

3 

<40 

335 

26.56  ± 2.75 

241 

23.57  ± 2.87 

12.557** 

4 

<30 

312 

26.50  ± 2.77 

204 

23.43  ± 2.73 

12.426** 

5 

<20 

254 

26.55  ± 2.83 

145 

23.29  ± 2.72 

11.333** 

6 

<10 

133 

26.05  ± 2.75 

60 

22.91  ± 2.55 

7.730** 

7 

< 5 

32 

25.94  ± 2.44 

17 

21.73  ± 1.79 

6.884** 

8 

< 4 

18 

26.07  ± 2.21 

12 

21.24  ± 1.03 

8.040** 

9 

< 3 

10 

25.66  ± 1.72 

7 

20.66  ± 0.84 

7.953** 

10 

< 2 

3 

24.89  ± 0.44 

3 

20.51  ± 1.05 

6.652 

11 

0 

2 

25.01  ± 0.50 

1 

— 

— 

Statistically  significant  difference  **p<0.01. 
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Y>udidnt  spend  ^ 
umpteen  years  in  school  in  order 
to  become  a hfll  collector. 


There's  one  critical  procedure 
you're  not  adequately  prepared 
to  perform:  inducing  a flow  of 
cash  from  slow-paying  patients. 
Besides,  you  have  far  better  ways 
to  spend  your  time. 

Which  is  why  we  suggest  you 
engage  the  services  of  I.C.  System. 

First  of  all,  we  have  the 
expertise  and  resources  to  do  the 
job.  What's  more,  we  understand 
that  we're  dealing  with  your 
patients.  You  don't  want  to  alien- 
ate or  offend  them.  And  we 
conduct  ourselves  accordingly. 

In  fact,  our  work  is  endorsed 
by  over  1,200  professional  asso- 
ciations and  societies,  including 
your  own.  And  although  we're 
headquartered  in  St.  Paul,  Minne- 
sota, we  have  communication 
centers  in  every  state  of  the  union. 

We'll  assign  a local  I.C. 
representative  to  your  account 
who  will  be  supported  by  a full 
range  of  collection  services  and 
personnel,  including  carefully- 
trained  telephone  contact  special- 
ists. We'll  even  provide  training 
on  how  to  use  our  service  for  the 
person  (s)  in  your  office  handling 
accounts  receivable. 

But  most  important,  we 
guarantee  results.  Our  fee  struc- 


ture combines  a very  competitive 
commission  rate  with  a retainer 
(corporate  or  standard)  scaled 
to  your  needs.  And  we  guarantee 
to  keep  collecting  for  as  long 
as  it  tices  to  recover  at  least  ten 
times  the  amount  of  that  retainer 
To  find  out  how  the  I.C. 
System  approach  can  work  for 
you,  call  toll  free  (800)  443-4123, 
ext.  621.  In  Minnesota,  call 
(612)  483-8201,  ext.  621.  Or  return 
the  coupon. 
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■ Mrs  Robert  H.  Rhyne,  Jr. 

A-MASA  President 

Camp  Rap-A-Hope: 

I Meeting  a Challenge  Side  By  Side 


I ^ I ’’his  article  is  a moving  example  of  what  can  be 
I A accomplished  by  a Medical  Society  and  its  Aux- 

3 iliary  working  together  on  a project.  In  1985,  the  Mo- 
; bile  County  Medical  Society  and  Auxiliary  began  their 
f research  for  a camp  for  children  with  cancer.  Repre- 

4 sentatives  visited  operating  oncology  camps  through- 
i out  the  country  and  also  attended  the  Children’s  On- 
( cology  Camps  of  America  Convention.  Initially,  the 
I physicians  in  Mobile  raised  $10,000  to  fund  the  cost 
i of  one  week  of  camp  for  the  first  summer.  The  Mobile 
[ County  Medical  Society  and  Auxiliary  have  now  raised 
I $100,000  in  trust  fund  money  to  insure  the  financial 
\ security  of  the  camp.  The  interest  from  this  trust  fund 
; helps  finance  the  annual  cost  of  each  summer  session, 

while  the  principal  continues  to  work  for  these  de- 
! serving  children  year  after  year.  Donations  and  me- 
< mortals  continue  to  increase  this  trust  fund,  which  is 
I struggling  to  keep  up  with  the  lower  interest  rates.  The 
. RAP-A-HOPE  restricted  trust  fund  resides  in  the  Mo- 
bile Community  Foundation.  By  establishing  the  RAP- 
A-HOPE  TRUST  FUND  FOUNDATION,  the  Mobile 
I County  Medical  Society  and  Auxiliary  have  secured 

> the  future  of  the  camp  for  the  years  to  come.  There  is 

> NO  CHARGE  TO  ANY  CHILD  who  participates  in 
I the  RAP-A-HOPE  camping  experience. 

Camp  RAP-A-HOPE  provides  the  experience  of 
I summer  camp  for  children  with  cancer  who  might  oth- 
erwise be  denied  this  joyful  opportunity  because  of 
i their  diagnosis  or  their  treatment.  RAP-A-HOPE  rec- 
j ognizes  that  children  with  cancer  wish  to  participate 
in  the  normal  experiences  of  growing  up,  whenever 


possible.  The  RAP-A-HOPE  philosophy  allows  these 
children  to  take  part  in  regular  camp  activities,  em- 
phasizing the  normalcy  of  this  experience,  while 
speaking  expertly  to  the  health  needs  of  each  child. 
By  spending  a week  at  camp  with  peers  who  share  the 
same  frame  of  reference,  RAP-A-HOPE  children  draw 
strength  and  courage  from  their  new-found  friends. 

Camp  RAP-A-HOPE  is  sponsored  by  the  Mobile 
County  Medical  Society  and  Auxiliary.  Mobile  phy- 
sicians and  Auxiliary  members  staff  the  camp  and  plan 
the  entire  weekly  program.  One  of  the  benefits  of 
medical  personnel  and  oncology  children  coming  to- 
gether is  that  they  each  discover  the  other  outside  their 
better  known  roles  as  physician  and  patient.  Mobile 
County  physicians  provide  round  the  clock  care  for 
the  children  at  the  camp  site.  The  infirmary,  called  the 
“Med-Shed,”  is  professionally  outfitted  to  meet  the 
health  needs  of  oncology  children  for  the  week  of 
camp.  Medical  records  are  required  from  the  doctor 
of  each  camper  to  insure  that  each  physician’s  wishes 
are  followed  accurately  concerning  their  patient  while 
at  camp.  The  ratio  of  staff  to  camper  is  two  to  one. 
Knowledgeable  and  attentive  medical  personnel  and 
staff  make  it  possible  for  the  oncology  children  to  have 
the  “privilege”  of  being  “just  regular  kids”  for  a 
week.  The  entire  staff  is  trained  prior  to  the  opening 
of  the  camp  by  a psychiatrist,  pediatrician,  oncologist, 
hemotologist,  and  camp  nurse.  The  progress  of  each 
child,  physically  and  emotionally,  is  monitored  daily 
by  the  staff.  The  caring  staff  members  help  facilitate 
meaningful  interaction  among  the  campers  so  that  they 
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may  establish  a sense  of  security  and  a personal  iden- 
tity within  the  group. 

The  children  participate  in  horseback  riding,  ca- 
noeing, sailing,  swimming,  archery,  crafts,  recrea- 
tional games,  photography,  and  an  all  day  canoe  trip 
down  the  Escatawpa  River.  The  Medical  Society  and 
Auxiliary  give  each  child  a 35mm  camera,  a photo- 
graph album,  and  unlimited  film  and  developing  for 
the  week  of  camp.  Overnight  developing  makes  it  pos- 
sible for  the  campers  to  record  their  previous  day’s 
events  in  their  photograph  albums  the  following  day 
at  crafts.  These  albums  become  increasingly  important 
in  the  months  following  camp  when  campers  return  to 
the  hospital  because  of  sickness  or  further  treatment. 
All  of  the  activities  at  camp  provide  each  camper  the 
opportunity  to  learn  new  skills  and  experience  the  joy 
of  success,  no  matter  how  great  or  how  small  the 
accomplishment.  Their  success  helps  each  child  gain 
confidence  and  a better  feeling  of  self-worth  and  self- 
esteem. 

Special  activities  include  a traditional  opening  and 
closing  Indian  campfire  ceremony,  an  evening  of  en- 
tertainment from  the  Mobile  Arts  Council  and  Mobile 
Opera,  a visit  from  the  Gulf  Breeze  Zoo  with  animals 
for  the  children  to  enjoy,  and  a visit  from  Ronald 
McDonald. 

All  children  are  able  to  participate  in  the  activities 
of  Camp  RAP-A-HOPE,  regardless  of  their  physical 
limitations. 

The  Mobile  County  Medical  Society  and  Auxiliary 
rent  the  Girl  Scout  Camp,  Scoutshire  Woods,  in  Ci- 
tronelle,  Alabama,  for  one  week  of  camp  each  sum- 
mer. RAP-A-HOPE  children  enjoy  living  close  to  na- 
ture on  the  beautiful  wooded  acreage  of  this  campsite 
for  this  special  week.  The  tall  pines,  clear  lake  water, 
and  comfortable  cabins  make  this  facility  one  of  the 
finest  in  the  region.  Campers  are  served  healthful  meals 
prepared  by  expert  kitchen  staff. 

The  boys  and  girls  live  in  comfortable,  rustic  cabins, 
each  of  which  houses  eight  campers  and  four  coun- 
selors. The  counselors  are  sensitive  to  the  individual 
needs  of  each  camper,  and  their  presence  in  the  cabins 
contributes  to  the  feeling  of  family  which  exists  during 
the  week  together. 

One  week  at  Camp  RAP-A-HOPE  is  indeed  an  in- 
vestment of  a lifetime  for  a child  with  cancer.  RAP- 
A-HOPE  re-enforces  each  child  with  the  spirit  of  cour- 
age, which  will  help  them  meet  the  unexpected  things 
in  life  and  face  the  fearful  times  when  they  are  afraid. 
RAP-A-HOPE  is  the  spirit  of  hope,  which  gifts  each 
child  with  the  imagination  and  vision  to  see  the  pos- 
sibilities in  life  and  not  just  the  limitations.  Camp 
RAP-A-HOPE  is  the  spirit  of  acceptance,  faith,  and 
love.  The  RAP-A-HOPE  program  provides  each 
camper  with  a reservoir  of  good  times,  successful  re- 
lationships, and  total  acceptance,  from  which  they  can 
draw  strength  and  courage  throughout  the  following 


year.  RAP-A-HOPE  provides  each  camper  with  some- 
thing to  look  forward  to  and  something  joyful  to  re- 
member. 

The  RAP-A-HOPE  council  fire  was  lighted  for  the 
first  time  July,  1986.  Each  child  held  a lighted  candle 
representing  the  special  light  that  shines  within  them. 
Each  camper  offered  up  their  light  to  make  the  first 
RAP-A-HOPE  bondfire  of  friendship.  The  spirit  of  the 
RAP-A-HOPE  council  fire  will  stay  with  these  chil- 
dren forever  and  the  flame  of  the  RAP-A-HOPE  camp- 
fire will  bum  brighter  and  brighter  through  the  coming 
years.  One  flame  burning  brightly  in  the  night  is  often 
seen  to  flicker  and  threatens  to  go  out.  Many  single 
flames  joined  together  make  a bondfire  whose  strength 
cannot  be  threatened  by  the  winds  of  trouble  in  this 
life.  Each  flame  is  strengthened  by  the  light  of  others 
joined  together  in  this  the  spirit  and  tradition  of  CAMP 
RAP-A-HOPE. 

Anyone  desiring  information  concerning  applica- 
tions for  the  week  of  camp,  donations  or  memorials 
can  write  to: 

CAMP  RAP-A-HOPE 
P.O.  Box  850872 
Mobile,  Alabama  36685 
Telephone:  1-205-433-1804 
Mobile  County  Medical  Society 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training 
leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 
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An  Extraordinary 

Selection  of 
Experienced  Import 
Automobiles! 

Below  is  our  selection  at  press  time . . . 
for  an  updated  list,  equal  or  better, 
call  1-277-5700. 


'88  MERCEDES  BENZ  300  CE 
Very  rare,  2 door  coupe, 

Signal  red.  Palmetto  interior. 
Perfect  car.  Save  thousands. 

'86  BMW  325  COUPE 
Lapis  blue  with  pearl  leatherette, 
5 speed,  air,  sunroof,  22,000 
miles.  Must  see  to  appreciate. 

'88  BMW  325  1C  (Convertible) 
Salmon  silver  with  cardinal 
leather,  300  miles.  New  car. 

'87  MERCEDES  BENZ  300  E 
White  with  Pal.  Tex.,  15,000 
miles.  Looks  brand  new. 

'87  MERCEDES  BENZ  300  D 
Champaene  with  cream  beige 
tex.  10,000  miles. 


'88  MERCEDES  BENZ  300  SEE 
White  with  cream  beige  leather, 

8,000  miles,  all  books  & records. 
Very,  Very  nice. 


'83  MERCEDES  BENZ  300  SD 

43,000  Actual  miles.  Champagne 
gold  with  Pal.  Tex.  Excellent 
service  records.  Extra  nice. 

'86  BMW  735i 

White  with  cardinal  leather, 

automatic,  19,000  miles. 

All  books  & records.  Nice  car. 

'87  NISSAN  300  ZX 
Red  with  grey  cloth  interior, 

T-top,  16,000  miles.  Just 
like  new. 


'86  MERCEDES  BENZ  420  SEE 

White  with  burgandy  leather, 

24.000  miles.  All  books  & 
records.  Very  nice. 

'87  BMW  325  I 
Salmon  silver  with  cardinal 
leather,  5 speed,  21,000  miles. 
One  owner  trade-in. 

'88  MAXDA  2200  SE5 
Short  wheel  base,  5 speed, 
air,  7,000  miles. 

'86  MAXDA  RX7  GXE 
Red  with  grey  leather. 

20.000  mnes,  minor  hail 
damage.  A good  buy  at 
$10,800. 


SPECIAE  EXTENDED  EEASING  & FINANCING  AVAIIABEE 

Through  all  major  banks,  Mercedes-Benz  Credit  Corp., 

Chase  Manhattan  Bank  & CMAC  to  qualified  buyers. 


^ JACK  INGRAM  MOTORS,  INC. 
^ USED  CAR  DIVISION 

231  EASTERN  BLVD.  MONTGOMERY,  AL  • 1-277-5700 

David  Price,  Devon  Davenport,  Adams  Hudson,  Monty  Poe,  Bill  Hibbert -Assistant  Used  Car  Manager,  Monty  Klonaris-  Used  Car  Manager 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 
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Frank  Cochran 


Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 


■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  I900-C,  Montgomery,  Alabama 
36197-4201. 


ALABAMA  — PEDIATRICIAN  BE/BC  join  2 established  Pe- 
diatricians. Two  year  guarantee.  Productivity  bonus.  Partnership 
two  years.  Available  immediately.  Level  III  Nursery  in  City.  Serv- 
ice oriented,  innovative.  Evening  appointments.  Saturday  morning 
and  Sunday  afternoon  hours.  Lab  and  X-ray.  Freestanding  build- 
ing. Prime  growth  area.  Metropolitan  area  200,000.  Alabama 
Shakespeare  Festival.  Local  ballet,  museum,  Symphony.  Four  uni- 
versities. Lake  30  minutes.  Gulf  beaches  3 hours.  Hunting  and 
water  sports.  Fishing,  golf  and  tennis  year  around.  Reply  to;  C.  Allen 
White,  M.D.,  4154  Carmichael  Rd.,  Montgomery,  AL  36106 
(Hm:  205/265-3264  Off:  205/271-5959). 


ESTABLISHED  GYN  PRACTICE  FOR  SALE  BY  RETIRING 
PHYSICIAN.  Located  in  Southern  city  of  200,000,  with  booming 
industry.  Practice  not  in  decline,  although  established  by  respected 
physician  over  last  30  years.  Gross  presently  exceeds  $190,000 
with  lots  of  new  patients.  Volume  can  be  much  greater  for  younger 
physician.  Must  be  BE/BC.  Modestly  priced.  Quality  Health  Re- 
sources, P.O.  Box  6002,  Tuscaloosa,  AL  35405.  A Christian 
Organization. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65 ,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  Al  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


PSYCHIATRIST;  CMHC  seeking  full-time  board  eligible  psy- 
chiatrist to  serve  as  Medical  Director  for  a comprehensive  3-county 
MHC  located  in  NE  Alabama.  Has  well  developed  liaisons  with 
state  hospitals,  courts,  other  service  providers  and  recent  expansion 
of  its  child  day  care  and  outpatient  alcohol  treatment  services. 
Salary  competitive  and  excellent  work  environment.  Convenient 
location  offers  advantage  of  temporate  climate  and  small  urban  or 
rural  living  yet  within  2 hrs.  of  Atlanta,  Chattanooga,  or  Bir- 
mingham. Part-time  employment  could  be  considered.  For  further 
information,  contact  James  J.  Cody,  ACSW,  901  Goodyear  Ave., 
Gadsen,  AL  35903. 


FOR  PHYSICIANS;  Unsecured  Signature  Loans.  $5,000  to 
$60,000.  For  any  need  including  Taxes-Debts-Etc.  No  points  or 
fees.  Best  rates-Level  payments.  Up  to  six  years  to  repay.  No 
prepayment  penalties.  First  payment  not  due  for  90  days.  For 
application  call  Toll-Free  1-800-331-4952,  MediVersal  Dept.  1 14. 


EMERGENCY  MEDICINE;  Physician-managed  emergency  de- 
partment offering  immediate  placement  for  full  or  part-time  po- 
sitions for  ER  serving  220-bed  hospital  in  the  Gadsden,  Alabama 
area.  Annual  visits  running  22,000-1-.  Full  complement  of  spe- 
cialists, competitive  salary  and  liberal  benefits.  Applicants  should 
be  BC/BE  in  a primary  care  specialty  or  have  comparable  expe- 
rience. ACLS/ATLS/APLS  preferred.  Send  CV  with  letter  of  in- 
terest to  P.O.  Box  130116,  Birmingham,  AL  35213,  (205)  871- 
5979. 


SUNLIFE  OB/GYN  SERVICES  is  a hospital  based  physician  group 
providing  high  quality  obstetrical  and  gynecological  care  to  the 
unassigned  patient.  Opportunity  now  exists  for  physicians  and 
certified  nurse-midwives  in  our  Montgomery,  Alabama  program. 
Attractive  compensation,  procurement  of  liability  coverage  and 
predictable  scheduling.  For  more  information,  please  call  Jane 
Senger  at  USA  1-800-258-9234  or  NC  1-800-672-3340. 


FOR  SALE:  1983  Burdick  EK-SA,  12  Lead  EKG  Machine,  Good 
Condition,  Call  Dr.  Buddy  Smith,  Clay  Co.  Medical  Clinic,  Ash- 
land, AL,  36251  (205)  354-4139,  after  5;00  PM.  (205)  396-5900. 
Price  $500. 


FAMILY  MEDICINE  FACULTY  POSITION:  The  University  of 
Alabama  at  Birmingham  School  of  Medicine/Department  of  Fam- 
ily Medicine  is  recruiting  for  academic-oriented  Family  Medicine 
faculty  at  the  Instructor  level  for  the  Selma  Family  Medicine  Res- 
idency Program  in  Selma,  Alabama.  Individual  should  have  ad- 
ditional training  in  Geriatrics.  Call:  (205)  875-4184  or  write;  Don- 
ald C.  Overstreet,  Professor  and  Director,  Selma  Family  Medicine 
Residency  Program,  429  Lauderdale  Street,  Selma,  Alabama  36701 . 
An  Affirmative  Action/Equal  Opportunity  Employer. 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pe- 
diatrician, Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfingcr, 
M.D.,  Dept,  of  Pediatrics,  7(X)  University  Blvd.,  Ea.st,  Tusca- 
loosa, Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $644  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  HEALTH  CARE  TEAM 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  AUYOU  CAN  BE. 


In  moderate  depression  and  anxie^ 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 

Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vo 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vl. 


References:  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N],  2.  Feighner  VP. 
etaLP^chopharmacology  61 :2\7 -225.  Mar  22, 1979. 


Limbitrol*^ 

D’anquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants: 
concomitant  use  with  MAOIs  or  within  H days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  inaeased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  dunng  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tbgamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  sute  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  severi  days  before  surgery.  Limit  concomiunt  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitat^,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor;  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Pychiacric  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic- Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pairitus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  Thblets.  white,  film  -coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Thblets,  blue,  film 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100:  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati.  Puerto  Rico 00701 
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In  the  depressed  and  anxious  patient  I j 

See  Improvement  InThe  First  V\feek!..  i; 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose' 

^ First- week  reduction  in  somatic  symptoms' 

Percentage  of  Reduaion  in  Individiral  Somatic  Sym 
During  First  Week  of  Limbitrol  Therapy* 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

limbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt) 


B 

I 1 "^EDUCE^ 

XducX  72^ 

90^  86^ 


62’ 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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You  wouldn't  dream  of  operating  alone 


You  shouldn’t  take  the  financial  risk  alone,  either. 


You  need  the  company  built  for  the 
medical  professionals  in  Alabama 
. . . Mutual  Assurance.  This  is  an 
Alabama  company  that  you  know. 
One  which  has  proven  its  committ- 
ment and  concern  for  Alabama’s 


medical  community:  Being  here  for 
liability  coverage  when  others 
weren’t.  Mutual  Assurance  has  the 
experience  you  need  ...  the 
financial  soundness  you  can 
depend  upon. 


m 


.Mutual 

A^rance 


115  Office  Park  Drive 
Birmingham,  AL  35223 
1-800-272-6401  (205)  871-7280 


THE  SECRET  IS  OUT 


became  aware  of  the  Southern  Medical  Association 
through  the  insurance  program.  My  father  has  worked 
in  insurance  nearly  all  of  his  life  and  was  interested  in 
me  getting  a good  policy  and  he  said  SMA  had  some  of  the 
best  policies  around.” 

James  F.  Beattie,  M.D. 

Pathology 

Chattanooga,  TN 


Since  1906,  the  Southern  Medical  Association 
has  been  the  best  kept  secret  in  the  South.  No 
longer!  The  word  is  out  and  everybody’s  talking. 

They’re  talking  about  the  educational  benefits 
of  belonging  to  the  largest  regional  multi- 
specialty association  in  the  U.S.  and  the  diversity 
of  the  Annual  Scientific  Assembly. 

They’re  talking  about  a non-political  associa- 
tion whose  only  mission  is  to  provide  the  best 
educational  and  financial  benefits  available 
anywhere. 


They’re  also  talking  about  unrivaled  member 
benefits  including  the  SMA  Insurance  Program, 
the  Physicians’  Purchasing  Program,  the  SMA 
Retirement  Program,  SMA  Travel  Services,  Dial 
Access,  the  Southern  Medical  Journal  and 
many,  many  more. 

But  most  of  all,  they’re  talking  about  how  SMA 
can  offer  so  much  at  such  a low  cost. 

Call  the  SMA  for  more  information  and  a 
membership  application.  Find  out  why  more  and 
more  physicians  are  joining  the  SMA  every  day. 


Join  tlie  SMA  today . • • You’ll  be  talking  about  us  too! 

Post  Office  Box  1 90088  y^**********\  ^ -800-423-4992 

Birmingham,  Alabama  3521 9 i^^A4i!nicAi  945-1840 

Alios  ^ “ 


FACTS  ABOUT  CELLULAR  TELEPHONES 

IN  MONTGOMERY  AND  SURROUNDING  AREAS 


STRANGE  NEW  TOWERS 
AROUND  TOWN. 


You  may  have  noticed  strange  new 
towers  located  at  1-85  and  Ann 
Street,  at  Jack  Ingram  Motors,  at 
Cramton  Bowl,  near  Wetumpka  and 
one  off  Highway  82  near  Prattville. 
These  are  brana  new  cellular  tele- 
phone towers  owned  by  Cellular  1. 
Cellular  1 is  the  local  "phone 
company"  that  provides  your 
monthly  cellular  phone  service,  just 
like  South  Central  Bell  provides  your 
home  and  business  service.  Cellular 
phones  can  be  purchased  from  one 
of  several  local  authorized  cellular 
dealers,  like  Jack  Ingram's  ARA. 


NEW  STATUS 
SYMBOL? 

Actually,  this  is  the  small  but 
powerful  antenna  which  enables 
you  to  enjoy  crystal  clear 
telephone  conversations  on  your 
new  cellular  phone.  The  antenna 
is  mounted  on  the  outside  of  your 
rear  window  with  epoxy,  no  hole 
is  necessary. 


so  WHAT'S  so  GREAT 
ABOUT  CELLUIAR 
PHONES? 

All  car  phones  are  not  alike!  With 
the  advances  in  technology,  todays 
cellular  phones  make  yesterdays 
car  phones  obsolete.  A crystal 
clear,  totally  private  telephone 
conversation  is  now  possible  from 
your  car,  truck,  van  or  boat. 
Conversations  are  so  clear  you'd 
swear  you  were  at  home.  In  fact. 
Jack  Ingram's  ARA  has  portable  and 
transportable  cellular  phones  that 
are  so  small  that  you  can  put  them 
in  your  coat  pocket,  purse  or  brief 
case. 


WHERE  CAN  I USE  MY  CELLULAR  PHONE? 

With  the  strength  of  5 new  cellular  phone  towers  in  the  area,  you  will 
have  crystal  clear  telephone  conversations  all  over  Montgomery, 
Prattville,  Wetumpka  and  many  surrounding  areas. 

A 3 watt  cellular  phone  should  work  as  far  north  as  Lake  Martin,  near 
Clanton  and  most  areas  of  east  and  south  Montgomery  County. 

Your  cellular  car  phone  provided  by  Jack  Ingram's  ARA  can  also  be  used 
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Fast  Relief 

for 

Health  Insurance 
Headaches 


You  know  the  type  of  headaches  we 
mean-the  PPO’s,  HMO’s  and  con- 
tract services.  It  may  seem  like  they 
spend  more  time  creating  red-tape 
than  solving  problems.  But  not 
APHAT,  The  Alabama  Professional’s 
Health  Assurance  Trust. 

Hundreds  of  Alabama  health  care 
providers  already  know  about  our 
hassle-free  claims  sen/ice  and  com- 
petitive rates.  Find  out  how  it  feels 


to  have  a health  insurance  provider 
that’s  more  concerned  about  you 
than  your  fee  schedule.  Call  APHAT 
today  for  a benefit  brochure  and  rate 
information. 
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Box  590009  • Birmingham,  AL  35259-0009 
1-800-272-6401  • 871-7280 


I 

lea 

sh( 


oai 
'■  sta 

! fbi 
1|  evi 

l| 

j in 

Ipo 
'!  fai 
iC! 
i of 
tui 

so: 

'^\P 

II  int 

! ac 
jfe 

‘ mi 

an 

is 

; tic 
lei 
all 
li\ 

CO 


EXECUTIVE 

DIRECTOR 


S.  Lon  Conner 
Executive  Director,  MASA 


Why  The  Hippocratic  Tradition? 


Last  September  in  this  space,  I commented  on  the 
deplorable  state  of  Soviet  medicine.  Not  the  least 
reason  for  this,  I suggested,  was  the  fact  that  the  Bol- 
shevik revolution  of  1917  abolished  the  Hippocratic 
Oath  for  Soviet  physicians. 

In  its  place,  the  Soviet  government  has  imposed  an 
oath  which  commands  paramount  doctor  loyalty  to  the 
state  instead  of  the  patient. 

I wondered  then  whether  American  medicine,  model 
for  the  world,  was  not  heading  down  this  same  road, 
even  as  Mr.  Gorbachev  attempts  to  redirect  Soviet 
medicine,  transforming  it  into  something  closer  to  that 
in  the  Western  democracies. 

Since  then,  I have  also  wondered  about  the  Hip- 
pocratic tradition  itself.  How  did  it  happen  that  in  that 
faraway  time,  four  centuries  before  Christ,  when  med- 
ical practice  was  so  severely  limited,  the  apotheosis 
of  medical  ethics  began,  to  endure  through  the  cen- 
turies since? 

A new  book  on  medicine.  Doctors,  The  Biography 
of  Medicine,  has  finally  given  me  part  of  the  answer. 
Written  by  Sherwin  B.  Nuland,  M.D.,  who  teaches 
surgery  and  the  history  of  medicine  at  Yale,  Doctors 
grew  out  of  the  author’s  tireless  research  over  the  years 
into  the  lives  of  the  giants  of  medicine. 

Published  by  Knopf,  Doctors  deserves  the  critical 
acclaim  it  is  receiving.  Dr.  Nuland  uses  the  lives  of 
famous  physicians,  some  of  them  tragi-heroic,  to  tell 
medicine’s  matchless  story.  He  fits  it  all  together  in 
an  interlocking  design  that  impresses  this  layman  with 
its  authenticity.  Dr.  Nuland: 

“Why  exactly,  did  the  Hippocratic  physicians  prac- 
tice their  art  in  a manner  that  not  only  was  on  an  ethical 
level  beyond  reproach,  but  also  serves  as  a model  for 
almost  a hundred  generations  after  them?  What  mo- 
tivated their  medial  morality,  and  what  motivated  their 
concern  for  patients  as  individual  fellow  human  beings? 


Why,  even  when  so  many  of  the  non-Hippocratics 
were  self-serving  charlatans,  did  the  physicians  of  Cos 
preach  the  doctrine  that  one’s  duty  to  a patient  tran- 
sends all  other  considerations?  With  no  outside  au- 
thorities to  regulate  them,  why  did  they,  in  the  pagan 
communities  in  which  they  traveled,  comport  them- 
selves in  a manner  which  we  modems  associate  with 
the  highest  levels  of  our  own  religious  and  philosoph- 
ical beliefs?  Looked  at  with  the  jaded  eye  of  behavioral 
Realpolitik,  what  was  the  payoff?’’ 

There  weren’t  any  societal  or  legal  restraints  on 
physicians  of  this  period;  nor  was  their  any  formal 
method  of  certification.  Dr.  Nuland  continues.  The 
Greeks  themselves  were  uncertain  about  how  such  a 
situation  had  come  to  pass.  The  doctors  had  imposed 
a rigid  code  on  themselves  and  became,  by  virtue  of 
that  professional  autonomy,  beyond  the  authority  of 
society  because  they  had,  under  no  official  compul- 
sion, subscribed  to  a code  of  morals  and  ethics  that 
no  other  group  paid  even  lip  service  to;  a code  that 
was  beyond  any  similar  construct  in  Greek  law  of  the 
time,  advanced  as  it  was. 

They  could  not  have  done  it  for  financial  gain,  be- 
cause their  oath  proscribed  what  was  then  far  more 
lucrative  procedures  and  practices  of  charlatans  and 
quacks. 

It  is  perhaps  the  cynicism  of  our  age,  when  politi- 
cians and  captains  of  industry  seem  less  concerned 
with  the  public  good  than  they  are  with  instant  grati- 
fication of  their  own  egos  and  materialistic  objectives, 
that  I had  asked  this  question  of  myself:  Why  the 
Hippocratic  Oath? 

Dr.  Nuland  confesses  that  there  are  no  all-inclusive 
answers  that  would  satisfy  our  suspicious  inquiry  here 
in  the  fading  years  of  the  20th  Century.  The  Hippo- 
cratic physicians  simply  wanted  something  better  for 
themselves  and  their  patients  than  money-grubbing 
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charlatans  could  offer.  They  sincerely  sought  a tran- 
scendant  calling.  Dr.  Nuland; 

“Thus  their  ethical  code  . . . was  proof  to  patients 
and  families  that  this  doctor  and  his  school  typified  a 
different  order  of  healer  than  did  the  imposters  who 
roamed  the  land  in  pursuit  of  the  purses  of  the  sick.  . . . 

“One  cannot  read  either  the  Hippocratic  texts  that 
concern  therapy  or  those  that  deal  with  the  conduct 
expected  of  the  physician  without  recognizing  a sense 
of  justice,  a sense  of  obligation,  and  a sense  of  personal 
decorum  that  is  transmitted  throughout.  These  writings 
[here  Dr.  Nuland  refers  to  the  whole  corpus  of  Hip- 
pocratic teachings]  deal  with  what  are  called  deonto- 
logical  concepts,  concepts  that  arise  from  a sense  of 
duty  and  the  obligatory  doing  of  things  because  they 
are,  quite  simply,  the  right  things  to  do.  There  is  a 
moral  law  that  pervades  the  philosophies  of  the  Hip- 
pocratics.” 

While  Dr.  Nuland  concedes  that  the  Hippocratic 
ideas  may  appear  today  as  “simpler  virtues  for  a sim- 
pler time,”  he  nevertheless  argues:  “Consistent  moral 
decency  is  not  a goal  any  less  worth  pursuing  merely 
for  being  beyond  the  reach  of  ordinary  human  behav- 
ior. . . .” 


Here  in  1988,  with  evidence  of  rampant  greed  the 
daily  fare  in  the  news,  doctors  may  understandably 
wonder  how  medicine’s  great  tradition  can  long  sur- 
vive in  an  environment  that  honors  not  moral  law  but  ^ 
the  almighty  buck.  They  may  also  look  about  them  at 
the  commercialism  of  the  new  medical  market,  a com- 
mercialism that  attempts  to  replace  patient  priority  with 
the  priorities  of  the  bean  counters,  and  wonder  how 
long  the  humanistic  tradition  can  survive  in  a climate 
of  cost-first,  patient-last. 

I do  not  profess  to  know.  But  that  the  Hippocratic 
tradition  has  survived  so  many  centuries  of  every  kind 
of  human  crisis  and  disaster  is  evidence  to  me  that 
there  is  something  priceless  here,  the  decay  of  which 
will  be  far  more  costly  to  society  than  almost  any  grand 
tradition  that  comes  to  mind. 

Physicians  of  past  ages  of  darkness  and  despair  have 
kept  the  flame  alive.  Physicians  of  today  can  do  no 
less.  0 


For  a MEDICAL  Seminar 

Meetings*  are  scheduled  weekly  in  Steamboat  Springs,  from 
December  19th  through  April  1st,  and  are  approved  for  CME  credit 
hours. 

For  information  taiis  800^25-3402 


or  write  to: 

ASSOCIATION  FOR  CONTINUING  EDUCATION 
P.O.  Box  774168 

Steamboat  Springs,  Colorado  80477 

'Programming  meets  IPS  requtren.enis  for  deductibility  if  the  primary  reason  for  attending  is  educational'professionol 
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ISTATE-OF-THE-ART 
DIAGNOSTIC  IMAGING. 


I VIRI,  exceptional  imaging  for  the  most 
demanding  applications. 

Bone  marrow  abnormalities  are  common  in  sickle  cell  anemia 
’ SCA),  as  well  as  other  chronic  anemias.  Hematopoetic  marrow 
ll  ‘xpansion  due  to  hyperplasia  of  the  bone  marrow  can  be  seen  in  the 
li  liaphyseal/metaphyseal  region  of  long  bone,  such  as  tibia  and  femur. 

W Bone  marrow  infarction,  a well  known  complication  in  patients 
ii  vith  SCA,  may  be  present  with  bone  and  Joint  pain.  Small  epiphyseal 
1 afarcts  which  heal  completely  and  lead  to  fibrosis  and  calcification 
;an  be  identified  (Fig  1 B).  Larger  and  more  acute  areas  of  infarction 
)!  vith  edema  may  also  occur  and  subsequently  lead  to  fracture  (Fig  1 C) . 

I MRI  is  ideally  suited  for  the  evaluation  of  these  bone  marrow 
I ibnormalities. 

Highlands  Diagnostic  Center  offers  you  the 
inest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
I diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
he  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
ely  on  Highlands  Diagnostic  Center  not  only  for  the  leading 
i echnology  but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
n service.  We  guarantee  that  every  exam  can  be  scheduled  within 
M hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
;ame  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
3ur  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
esonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
jitrasound,  mammography,  radiography,  and  fluoroscopy.  State-of- 
he-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
iiemann's  Mammomat-B. 

_ To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


Fig  I:  Coronal  Tj  weighted  SE  sequence  (2000/20)  reveals  striking 
difference  in  signal  Intensity  between  hematopoetic  marrow  (A) 
and  fatty  marrow  (B) . Small  foci  of  decreased  signal  in  fatty 
marrow  probably  represents  small  healed  epiphyseal  infarcts. 
Acute  fracture  lateral  tibial  plateau  with  edema  (C). 

Fig  2:  Normal  bone  marrow  appearance  on  T2  weighted  SE 
2000/20  sequence. 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance  Imaging 
Technology  operating  at  I 5 Tesla 


CT  Scanning/Magnetic  Resonance  Imaglng/Mammography/Nuclear  Medlclne/Radlography/Fluoroscopy/Ultrasound 


Highlands' 
Diagnostic 
Cem 


ter 

2 1 73  Highland  Avenue 

Birmingham,  AL  35205  205/933-TECH 


CALL  FOR  PAPERS 

Medical  Association  of  the  State  of  Alabama 
FIFTH  INVITATIONAL  SCIENTIFIC  SYMPOSIUM 

Saturday,  January  21,  1989  — 9 a.m.  to  4 p.m. 

The  Wynfrey  Hotel,  Riverchase  Galleria,  Birmingham 

Purpose  of  the  Program  — This  program  is  designed  to  allow  Alabama  physicians  to  share  with  their 
colleagues  current  research  efforts  and  professional  concerns.  Topics  selected  will  cover  a wide  range  of 


medical  interests. 


Program  Format  — The  program  will  be  structured  from  the  papers  submitted  by  Alabama  physicians. 
Depending  on  the  number  of  papers  received,  topics,  etc.,  some  papers  will  be  presented  orally  while  others 
may  be  part  of  a manuscript  discussion  period  led  by  a moderator.  Registrants  and  participants  will  receive 
advance  copy  of  all  papers. 


Paper  Selection  — Papers  will  be  selected  using  the  following  criteria  and  procedures. 

1 . The  subject  matter  should  be  of  interest  to  physicians  in  a number  of  specialties.  Emphasis  should  be  on 
medical  problems  which  may  be  encountered  by  primary  care  physicians. 

2.  This  is  a program  designed  for  and  presented  by  Alabama  physicians,  so  current  local  research  efforts 
and  professional  concerns  will  be  given  top  consideration. 

3.  The  paper  should  be  one  that  can  be  adequately  outlined  and  covered  in  20  minutes  with  additional  time 
for  questions.  Selectees  will  be  expected  to  prepare  suitable  written  material  to  be  used  with  the  pres- 
entation for  the  study  and  use  of  the  attendees. 

4.  On  the  final  review  of  papers,  members  of  the  MASA  Council  on  Medical  Education  will  select  topics  from 
a variety  of  specialties  and  physician  interests  to  offer  a balanced  program  of  general  interest. 


Symposium  Timetable  . . . August  15  to  October  15,  1988  — Call  for  abstracts.  October  15,  1988  — Final 
date  for  abstracts  to  be  received.  Late  October,  1988  — Review  of  abstracts  by  the  Council  on  Medical 
Education  and  final  selection  of  papers.  November-January  1989  — Announcement  of  selections:  publicity 
and  promotion  of  Symposium,  printing  of  abstracts  and  handouts.  January  21,1 989  — Program  in  Birmingham. 


Symposium  Topics  — To  acquaint  potential  presenters  with  the  kinds  of  subjects  that  might  be  suitable, 
the  speakers  and  topics  at  the  1986  Symposium  are  listed  below. 


James  A.  Whiteside,  M.D.  — Traumatic  Dislocation  and  Subluxation  of  the  Patella  in  Athletes;  Steve 
Baldwin,  M.D.  — Intraosseous  Infusions;  Gary  D.  Monheit,  M.D.  — The  Epidemic  of  Skin  Cancer;  John 
Ferrar,  M.D.  — Palpable  and  Nonpalpable  Breast  Lesions;  Robert  Y.  Kim,  M.D.  — Management  of  Cancer 
of  the  Uterine  Cervix;  J.  Max  Austin,  M.D.  — Cancer  Screening  and  GYN  Oncology  for  the  Practicing 
Physician;  Donald  Williamson,  M.D.  — AIDS  Update  for  Alabama;  Harold  A.  Helms,  M.D.  — Epidemiology, 
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EDUCATION  University  of  California  at  Berkeley,  A.B. 
Physiology;  University  of  California  School  of  Medicine,  San 
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¥11  joined  the  Army  Reserve  shortly  after  complet- 
ing my  responsibilities  as  Chief  of  Staff  of  Franklin 
Hospital  in  San  Francisco.  I was  intrigued  with  the  idea 
of  trying  something  different,  such  as  Army  Medicine. 

“I  find  that  the  challenges  and  rewards  of  serving 
as  an  Army  Reserve  physician  complement  my  civilian 
practice.  For  a number  of  years.  I’ve  been  teaching  as 
a member  of  the  Clinical  Faculty  at  the  University  of 
California  School  of  Medicine,  and  I thoroughly  enjoy 
the  many  teaching  opportunities  available  to  me  in 
the  Reserve.  It  is  a rewarding  experience  to  be  involved 
in  the  training  of  Army  medical  students,  interns, 
and  residents.  I also  enjoy  interacting  and  exchanging 
information  with  full-time  Army  physicians  and  seeing 
a wide  variety  of  interesting  clinical  cases. 

“After  18  years  of  private  practice,  I find  it  stimu- 
lating to  be  able  to  use  my  experience  and  expertise  in 
a totally  different  medical  setting.  I highly  recommend 
Army  Medicine  to  any  interested  physician.## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  l-SOO-USA-ARMY. 
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Brief  Summary.  Consult  the  package  insert  lor  prescribing  information. 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  tor  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2*receptor  antagonists 

Precautions;  General—^  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Jests  ~ Faise-positive  tests  tor  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions— Uo  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam,  lidocaine.  phenytom,  and  vnarfann 
Axid  does  not  inhibit  the  cytochrome  P-450'tinked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  in  patients  given  very  high  doses  (3.900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  b i d . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  fertility — k two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose}  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  maie  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  m hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
tor  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy -Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use— Safety  and  effectiveness  in  children  have  not  been  established 
Usem  Elderly  Patients— \i\cet  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions;  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1,900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0.2%).  urticaria  (0.5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported;  it  was  not  possible  to 


determine  whether  these  vrere  caused  by  nizatidine 
Nepahc— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SCOT  (AST).  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SCOT.  SGPT  enzymes  (greater  than  500  lU/L).  and  in  a single 
instance.  SGPT  was  greater  than  2.000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular— \{\  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

fndocr/rre— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 
/femafo/ogic— Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H;-receptor  antagonist  On  previous  occasions, 
this  patient  had  expenenced  thrombocytopenia  while  taking  other  drugs. 

/nfegumenfa/— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Other— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overilotage:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans.  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
64% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  chotinergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD^o  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 
mg/kg  respectively  PV  2091  AMP  (041288) 
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Flexner  Revisited 


The  Doctor  of  Medicine  degree  does  not  confer  on 
us  the  sacred,  inalienable  and  exclusive  right  to 
practice  medicine. 

That  right  is  a legislative  dispensation.  What  the 
, legislative  giveth  the  legislature  can  taketh  away.  And 
just  that  is  happening  in  other  states  as  bits  and  pieces 
of  what  were  once  part  of  the  inviolable  preserve  of 
medical  doctors  are  being  handed  over  to  poachers 
with  little  or  no  adequate  training. 

Among  physicians  so  victimized  have  been  psychi- 
atrists, ophthalmologists,  obstetricians,  anesthesiolo- 
gists, orthopedic  surgeons,  family  practitioners,  and 
internists.  In  the  United  States,  more  than  any  other 
industrialized  nation,  there  is  still  a remnant  of  the  old 
populist  spirit  in  state  legislatures.  This  spirit  can  be 
revived  by  well-heeled  and  persistent  lobbyists  to  open 
the  backdoors  to  medical  practice  on  the  old  and  dis- 
credited laissez-faire  principle  of  caveat  emptor  (buyer 
beware).  Those  of  this  persuasion  argue  that  the  market 
will  separate  the  sheep  from  the  goats. 

This  reincarnated  hokum  finds  expression  in  limited 
license  practitioners  moving  into  areas  of  medicine  for 
which  they  have  only  the  vaguest  training  because 
enough  legislators  in  some  states  can  be  persuaded  to 
; believe  that  the  public  will  sort  out  the  competent  and 
j the  incompetent. 

I After  enormous  cost  in  needless  morbidity  and  mor- 
) tality,  this  moonshine  was  answered  by  the  Flexner 
j Report  of  1910.  Before  then  it  had  been  open  .season 
on  human  misery  and  suffering  — all  in  the  democratic 
I spirit  of  the  more  the  merrier, 
j The  astonishing  history  of  the  19th  century,  when 
i just  about  anyone  who  wanted  to  practice  medicine  in 
I this  country  did  so,  was  chronicled  by  Dr.  Abraham 
I Flexner,  in  the  report  from  which  most  present  reforms 
I devolved.  Suffice  it  to  say  that  in  the  name  of  freedom. 


19th  century  legislatures  sanctioned  a shameful  de- 
struction of  standards  of  practice.  Uncounted  thou- 
sands of  American  patients  paid  the  terrible  price. 

Those  who  are  ignorant  of  history,  the  philosopher 
said,  are  doomed  to  repeat  it.  Almost  eight  decades 
have  passed  since  that  carnage  was  detailed  in  Dr. 
Flexner’ s classic  study. 

The  country  said  never  again,  but  never  is  a long 
time.  Across  the  land  legislatures  are  again  being  se- 
duced into  relaxing  standards  because  “a  little  com- 
petition never  hurt  anybody.”  How  short  are  memo- 
ries. 

For  their  part,  physicians  are  constrained  by  various 
absurd  anti-trust  strictures  that  say,  in  substance,  that 
any  collective  denunciation  of  substandard  practice  and 
minimally  qualified  practitioners  can  be  construed  as 
restraint  of  trade. 

Of  course,  that  is  what  medical  practice  acts  are  by 
definition:  restraint  of  the  barbarous  trade  that  existed 
when  the  charlatans  and  pseudo-scientists  held  sway. 
To  even  the  casual  student  of  medical  history,  it  is 
almost  beyond  belief  that  there  are  still  legislators  will- 
ing to  jeopardize  public  health  and  safety  by  making 
piecemeal  exceptions  to  the  grand  structure  of  profes- 
sional practice  erected  over  the  past  three-quarters  of 
a century.  But  there  are  such. 

The  reforms  of  this  century  were  predicated  on  the 
general  conviction  that  patients’  best  interests  are  served 
by  men  and  women  broadly  (and  deeply)  trained  in 
medical  science,  those  who  have  passed  through  elab- 
orate selection  processes  assuring  that  the  majority  of 
physicians  are  properly  motivated. 

Since  our  hands  are  tied  by  misbegotten  anti-trust 
concepts  that  relegate  medicine  to  common  trade,  our 
best  hope  in  the  long  term  lies  in  providing  better  and 
better  service  to  patients.  This  is  especially  true  since 
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the  courts,  in  some  instances,  have  held  that  non- 
physicians in  narrow  areas  of  practice  “can  do  what 
they  were  trained  to  do”  — in  short,  courts  have 
extended  the  medical  practice  act  to  cover  those  they 
adjudge  qualified. 

That’s  the  only  permanent  solution  over  time  — to 
be  unchallengeably  superior.  But  in  the  short  term,  of 
course,  we  must  continue  to  make  use  of  our  legislative 
clout  to  oppose  any  effort  to  allow  the  public  to  be 
duped  by  the  inadequately  trained.  We  must  continue 
to  insist,  as  we  have  through  the  years,  that  in  medicine 
the  public  must  be  served  by  none  other  than  maxi- 
mally qualified  experts  in  state-of-the-art  medicine. 

The  palpable  nonsense  that  anybody  who  wants  to 
practice  a little  medicine  should  be  allowed  to  should 
have  been  put  to  rest  in  1910.  But  it  has  resurfaced 
now  that  the  calamity  of  pre-Flexner  years  fades  into 
history. 

MAS  A and  AM  A fought  long  and  hard  in  the  19th 
century  and  well  into  this  century  to  elevate  the  profes- 
sional standards  now  protecting  the  public.  We  owe  it 
to  patients  and  physicians  yet  unborn  to  protect  these 
standards  for  posterity. 

Sad  to  say,  some  physicians  themselves  contribute 
to  the  present  challenges  by  their  unwise  delegation 
of  too  much  autonomy  to  paramedical  personnel.  This 
weakens  our  defenses  in  the  legislature,  enabling  par- 
tisans of  those  seeking  an  entry  to  point  to  these  ex- 
amples and  proclaim;  “But  you  doctors  are  already 
doing  this.  What  is  the  difference?” 

There  is  a difference,  an  important  one,  but  the 
distinction  is  difficult  to  explain  to  the  public  when 
populist-minded  legislators  are  determined  to  blur  that 
distinction.  Physicians  should  remain  atuned  to  this 
peril.  What  is  expedient  and  what  is  wise  are  often 
incompatible. 

Some  Legislators  adopt  the  posture  that  they  are 
only  providing  a cheaper  alternative  to  the  public,  ask- 
ing rhetorically:  “If  we  can  have  generic  drugs,  why 
not  generic  practitioners?” 

Such  demagoguery  was  answered  for  all  time  by 
the  famous  19th  century  English  critic  and  social  theo- 
rist, John  Ruskin: 

“There  is  hardly  anything  in  the  world  that  some 
man  cannot  make  a little  worse  and  sell  a little  cheaper, 
and  people  who  consider  price  only  are  this  man’s 
rightful  prey.” 

If  the  cheaper  imitation  is  a pair  of  shoes,  market 
forces  will  soon  take  care  of  the  shoddy  manufacturer. 
In  human  illness,  however,  the  cheap  imitation  is  usu- 
ally lethal,  as  this  country  learned  before  1910.  0 
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INDICATIONS  AND  USAGE:  Forthe  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 
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Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allergic-type  reactions  induding  anaphylactic  symptoms  and  life- 
threatening  or  less  severe  asthmatic  episodes  in  certain  susceptible  people. 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low.  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS:  Respiratory  Depression), 
Head  Injury  and  Increas^  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intraaanial  pressure,  furthermore, 
narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Coinditions:  The  administration  of  narcotics  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Spedal  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture.  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind. 
Information  for  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  or  potentially  hazard- 
ous tasxs  such  as  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all  narcotics, 
caution  should  be  exerased  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesic,  antipsychotics, 
antianxiety  agents,  or  other  CN5  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  arlditive  CNS  depression.  When  combined 
therapy  is  contemplateci,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  inaease  the  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  pnor  to  delivery  will  be  physically  dependent  The  withdrawal  signs 
indude  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  1.0  mg/kg  q6h,  and  paregoric  2 
to  4 droj^g  g4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  oT  therapy  is4  to  28  days,  with  the  dosage  deceased  as  tolerated. 
Labor  and  Delivery:  fis  with  all  narcotics,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  the  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  exacted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  svhile  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  inadence  of  untoward 
effects  is  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 
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from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin® provides  greater 
patient^cceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol"  1975, 
2;  379-92  and  Reuler  JB,  et  al.  The  chronic  pain  syndrome:  misconceptions  and 
management  "Ann  Intern  Med"  1980,  93;  588-96 

♦ Vicofdin  offers;  less  nausea,  less  sedation,  less 
constipation. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

RESPIRATORY 

PHYSICAL 

CONSTIPATION 

DEPRESSION 

SEDATION  EMESIS 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X , 

' X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

. ..and  longer  lasting  pain  relief— 
up  to  6 hours. 


♦ Vicodin  containshydrocodonenot codeine. In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 
24  hours). 

1 Hopkinton  JH  III  Curr  Ther  Res  503  516,1978 

2 Beaver.  WT  Arch  Intern  Med,  141  293  300,  1981 


hydrocodone  bitartcate  5 mg  (Warning  May  be  habit 
formirtg)  ar>d  acetaminophen  5(X)  mg 

The  original  hydrocodone  analgesic 
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Response  of  Ventricular 
Arrhythimas  to  Propranolol  in 
Mitral  Valve  Prolapse 

Mark  S.  Johnson,  M.D.* 


Mitral  valve  prolapse  (MVP)  is  a condition  that 
exists  in  five  per  cent  of  the  population.'  The 
vast  majority  of  patients  are  completely  asymptomatic, 
though  some  may  require  bacterial  endocarditis  pro- 
phylaxis.^- ^ We  report  a patient  with  mitral  valve  pro- 
lapse with  potentially  dangerous  arrhythmias. 

Case  Report 

A 30-year-old,  white  female,  college  student  pre- 
sents to  the  Family  Practice  Center  with  a written  list 
of  nine  complaints.  She  said  she  had  been  holding  off 
coming  to  the  doctor  for  financial  reasons.  She  com- 
plained of  “puffiness,”  excessive  sweating,  chest  pain 
and  tightness,  intermittent  headaches,  painful  heels, 
near  faint  episodes,  left  breast  swelling,  premenstrual 
syndrome  and  burning  in  her  stomach.  Of  particular 
concern  was  a recent  near  fainting  episode  that  oc- 
curred while  driving.  She  was  barely  able  to  bring  the 
car  to  the  side  of  the  road  and  stop.  Patient  also  noted 
palpitations.  Her  past  medical  history  was  significant 
for  two  normal  vaginal  deliveries,  the  last  one  asso- 
ciated with  pregnancy-induced  hypertension.  Also,  she 
has  had  a bilateral  tubal  ligation  and  dilatation  and 
curettage.  Her  only  medication  was  progesterone,  10 
mg  po  daily  for  the  last  10  days  of  the  month  for 
premenstrual  syndrome.  Family  history  was  negative 
for  heart  disease  and  sudden  death. 

She  was  an  obese  female  in  no  acute  distress.  On 
physical  examination  the  blood  pressure  was  130/70 
with  the  pulse  80  and  regular.  Height  5'  9",  weight 
210'/2  lbs.  Pupils  were  equal  and  reactive.  Extraocular 
movements  were  intact.  There  was  no  nystagmus  or 
papilledema.  Tympanic  membranes  were  clear.  Throat 
was  clear.  Neck  was  supple  and  without  thyromegaly. 
Lungs  were  clear.  There  was  no  obvious  scoliosis  or 
other  skeletal  abnormality.  Breasts  were  large  without 

•Assistant  Professor,  University  of  South  Alabama,  Department  of  Family  Practice, 
1620  N.  University  Drive,  Mobile,  AL  36688,  (202)  460-6034. 
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masses,  nodularity  or  discharge.  Heart  exam  revealed 
regular  rhythm  with  an  intermittent  soft  systolic  mur- 
mur that  did  not  radiate  and  a mid-systolic  click,  best 
heard  at  the  left  lower  sternal  border.  S,  and  S2  were 
normal.  Abdomen  was  soft,  nontender,  obese,  and 
without  organomegaly.  Both  legs  appeared  swollen 


Figure  1 . Pretreatment  Hotter  monitor 
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without  pitting  edema.  Peripheral  pulses  were  difficult 
to  palpate.  Neurological  exam  was  grossly  intact. 

At  that  time,  it  was  thought  that  the  patient  had 
mitral  valve  prolapse  and  that  her  dose  of  progesterone 
was  too  high.  An  echocardiogram  and  thyroid  studies 
were  obtained  and  the  progesterone  dose  was  de- 
creased to  5 mg  per  day  the  last  ten  days  of  the  month. 

Thyroid  studies  were  normal  and  the  echocardi- 
ogram confirmed  “mild”  mitral  valve  prolapse  with 
a left  atrial  size  of  3.4  cm  (upper  limits  of  normal  4.0 
cm). 

Holter  monitor  was  obtained  (Figure  1).  It  revealed 
significant  unifocal  ventricular  ectopy  with  many  long 
runs  of  bigeminy  and  trigeminy  (Figure  2).  Ten  point 
five  per  cent  of  the  QRS  complexes  were  abnormal. 
The  average  heart  rate  over  the  24  hour  period  was  96 
beats  per  minute.  The  QTc  was  .450  msec  (normal  is 
<.440  msec).  There  was  no  correlation  of  ectopy  with 
the  patient’s  reports  of  chest  pain. 

The  patient  was  started  on  long-acting  propranolol 
80  mg  per  day.  She  reported  feeling  better  on  the 
propranolol  with  increased  energy.  The  frequency  of 
the  chest  pain  decreased  appreciably  as  did  the  sever- 
ity. Repeat  Holter  monitor  (Figure  3)  revealed  only  4 
abnormal  QRS  complexes  in  24  hours  and  an  average 
heart  rate  of  73  beats  per  minute.  The  QTc  was  .404 
msec. 


Discussion 

This  patient  demonstrates  the  importance  for  a pri- 
mary care  physician  to  be  able  to  make  the  diagnosis 
of  mitral  valve  prolapse  based  on  auscultatory  find- 
ings. Some  of  these  complaints  had  existed  in  this 
patient  for  years  without  the  diagnosis  being  previously 
made,  though  it  is  possible  that  the  process  did  not 
manifest  itself  until  recently.  The  necessity  for  making 
the  diagnosis  is  predicated  on  the  assumption  that  some 
patients  with  MVP  (particularly  those  with  a mitral 
regurgitation  murmur,  males  and  those  over  the  age 
of  45)  need  bacterial  endocarditis  prophylaxis.^  Fur- 
thermore, MVP  can  mimic  other  disorders  both  med- 
ical and  psychiatric.  This  should  be  of  concern  espe- 
cially to  family  physicians  because  of  the  apparent 
familial  clustering  of  MVP'  ^ and  the  possibility  of 
misdiagnosis  in  family  members. 

Secondly,  this  case  graphically  illustrates  the  effi- 
cacy of  propranolol  in  the  management  of  MVP  pa- 
tients. Some  of  these  patients  have  been  shown  to  have 
increased  levels  of  circulating  catecholamines,  which 
has  been  associated  with  prolongation  of  the  QT  in- 
terval and  ventricular  arrhythmias.*  It  is  significant  to 
note  that  even  though  ventricular  tachycardia  was  not 
documented  in  this  patient,  her  reports  of  near  fainting 
ceased  after  propranolol  was  started. 
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Figure  3.  Holler  monitor  while  on  propranolol 


Summary 

The  high  prevalence  of  MVP  and  its  non-emergent 
nature  places  its  diagnosis  and  at  least  initial  manage- 
ment within  the  domain  of  the  primary  care  practi- 
tioner. Training  programs  for  family  practice,  pedi- 
atrics and  internal  medicine  should  specifically  include 
mitral  valve  prolapse  in  their  curriculum.  Family  prac- 
tice has  a special  responsibility  because  familial  clus- 
tering has  been  demonstrated. 

Propranolol  is  the  drug  of  choice  for  initial  man- 
agement of  arrhythmias  or  chest  pain  associated  with 
mitral  valve  prolapse.  0 
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Specify  Adjunctive. 


Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {t  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmofytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods,  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 


Roche  Products 


PI  0288 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


When  it's  brain  versus  bowel, 


ITS  TIME 
EORTHE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


® 


Each  capsule  contains  5 mg  chlordiazepoxide 
HQ  and  2.5  mg  clidinium  bromide. 


CopjTight  ® 1988  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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EJtieinthe 
Fast Lane 
logins  at 

Jackingram. 


Lotus  Esprit.  . .Quicker,  Quieter  and  Faster  than  a comparable  V-8 
Ferrari . . . 0-60  in  5.3  seconds . . . 155  mph.  This  isn't  a car  for 
everyone . . . but  for  that  rare  breed  of  driver  who  lives  life  in  the 

fast  lane.  Until  now,  Alabama 
drivers  could  only  dream  about  the 
thrill  of  owning  an  exotic  car.  Now, 
the  most  respected  import  dealer  in 
the  Southeast  adds  the  Lotus  to  its 
outstanding  lineup  of  automobiles. 
Life  in  the  fast  lane  begins  at 
Alabama's  only  Lotus  dealer.  Jack 
Ingram  Motors,  Montgomery. 

See  or  Call  Adams  Hudson, 


(m>  JACK  INGRAM  MOTORS 

ALABAMA 'S  EXCLUSIVE  LOTUS  DEALERSHIP 

231  Eastern  Boulevard,  Montgomery,  AL 

(205)  277-5700 
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The  Importance  of  Being 
Tax-Exempt: 

Unit  Investment  Trusts  Are  an  Option 

AM  A Advisers,  Inc. 


This  article  was  prepared  by  AMA  Advisers,  Inc., 
the  Financial  Services  and  Investment  Counseling  Or- 
ganization Owned  by  the  American  Medical  Associ- 
ation, which  offers  medical  professionals  a full  array 
of  investment  products  and  financial  serx’ices  for  re- 
tirement plans  and  personal  investments.  For  more 
complete  information  on  the  products  offered,  includ- 
ing charges  and  expenses,  call  toll-free  I -800-AMA- 
FUND  (262-3863). 

The  Tax  Reform  Act  of  1986  spawned  what  seems 
like  a swarm  of  complications,  exceptions,  and 
special  considerations.  And,  to  the  dismay  of  many 
taxpayers,  it  did  not  lower  their  tax  bill  in  1987. 

Against  this  backdrop  of  fewer  tax  shelters  and  higher 
taxes,  it  makes  sense  for  most  individuals  to  re-eval- 
uate their  investment  portfolio  with  the  goal  of  reduc- 
ing their  overall  tax  liability.  After  all,  when  you  in- 
vest, it’s  not  what  you  earn  that  counts,  it’s  what  you 
keep. 

One  of  the  best  ways  to  achieve  this  investment  goal 
is  through  investing  in  municipal  bonds,  which  offer 
income  free  from  federal,  and  in  many  cases,  both 
state  and  local  income  taxes. 

How  can  you  tell  if  you  are  a candidate  for  tax-free 
income?  If  the  return  from  a tax-free  investment  de- 
livers more  spendable  dollars  than  a comparable  qual- 
ity taxable  investment,  municipal  bonds  may  be  for 
you. 

At  what  level  of  income  does  this  occur?  In  the  28% 
marginal  tax  bracket,  starting  at  about  $30,000,  for  a 
couple  filing  jointly.  The  higher  the  tax  bracket,  the 
more  attractive  the  tax-free  return. 

To  compare  tax-free  .securities  with  other  taxable 
fixed-income  investments,  it  is  necessary  to  determine 


the  taxable  equivalent  yield.  This  is  the  yield  an  inves- 
tor would  have  to  earn  on  a taxable  investment  to  equal 
what  could  be  earned  from  a tax-free  investment.  Most 
brokers  that  deal  with  tax-free  investments  will  be  able 
to  advise  you  on  current  tax-free  yields  and  their  equiv- 
alent taxable  yield. 

Although  it  sounds  easy  enough,  the  problem  is  that 
most  investors  have  neither  the  time  or  the  expertise 
to  select  and  monitor  the  most  attractive  and  cred- 
itworthy issus  of  municipal  bonds.  Fortunately,  there 
are  tax-free  investment  vehicles  that  eliminate  these 
problems  for  the  individual  investor. 

One  of  these  is  the  Unit  Investment  Trust  (UIT). 
The  UIT  is  a fixed  portfolio  of  professonally  selected 
municipal  bonds  that  offer  customers  income  that  is 
exempt  from  federal  and  sometimes  state  taxes.  Many 
investors  choose  UITs  because  they  prefer  to  know  in 
advance  exactly  which  securities  will  be  held  in  the 
trust  and  what  interest  yield  to  expect.  A UIT  offers 
investors  these  distinct  advantages: 

Professional  Selection  and  Surveillance  — 
Professonals  select  and  monitor  the  trust  until  the 
last  bond  is  called,  matures  or  is  sold. 

Payment  Options — Investors  can  receive  interest 
distributions  monthly,  quarterly  or  semiannually,  to 
meet  their  cashflow  needs. 

Optional  Insurance — Some  UITs  are  insured  for 
guaranteed  timely  payment  of  principal  and  interest. 

Convenience  — All  administrative  work  is  done 
for  you. 

Liquidity  — Units  in  a Unit  Investment  Trust  are 
always  redeemable  at  net  as.set  value  based  on  the 

conlinued  on  page  22 
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For  faster  claims  payment, 
count  on  the  card^s  computer* 

And  a terminal  in  your  office  that  con^ 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD: 

Blue  Cross 

and 

Blue  Shield 

of  Alabama 


Elv-. 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


Presenting 
a steady,  tax-free 


income  opportunity 


Brought  to  You  by 

AMA  ADVISERS,  INC. 

the  Financial  Services  and  Investment 
Counseling  Organization  Owned  by  the 
American  Medical  Association. 

Specially  Selected  for  Physicians 
and  Their  Families! 

AMA  Advisers,  Inc.  is  proud  to  bring  you  a 
valuable  tax-free  investment  opportunity  to  help 
you  reach  your  financial  objectives.  It's  the 
Nuveen  Tax-Exempt  Unit  Investment  Trust 
which  offers  you . . . 

• Income  100%  Free  of  Federal  Income  Tax 

• Income  Free  of  Federal  and  State  Income 
Taxes  with  State  Trusts 

• A Steady  Cash  Flow  You  Can  Count  On 

• Attractive  Returns 

• A Choice  of  Insured  Investments 


CALL  AMA  ADVISERS  TOLL  FREE 

1-800-AMA-FUND  (Ext.  1933) 
(262-3863) 


An  AMA  Advisers  Investment  Counselor 
wiU  be  happy  to  answer  any  questions  you  may 
have ...  or  mail  you  a free  Information  Kit 
including  a prospectus  containing  detailed 
information  including  fees  and  expenses.  Please 
read  the  prospectus  carefully  before  you  invest 
or  send  money.  If  you  prefer,  simply  complete 
and  mail  the  coupon  for  a FREE  Information 
Kit. 

You  should  know  that  AMA  Advisers' 
Investment  Counselors  are  salaried  to  serve  you. 
They  receive  no  commissions  when  you  order. 
Instead,  a portion  of  the  sales  charge  on  your 
purchase  helps  to  generate  non-dues  revenue  for 
the  American  Medical  Association  which  goes  to 
benefit  organized  medicine. 


• Professionally  Diversified  Bond  Portfolios 

• The  Confidence  of  Credit  Sm^^eillance 


• A Choice  of  Tax-Free  Income  Payment  Options 
•No  Administrative  Paperwork 

• Complete  Investor  Information  and 
Convenience! 


Confidence  in  NUVEEN . . . 

A Specialist  Since  1898! 

AMA  Advisers  chose  John  Nuveen  & Co. 
Incorporated,  a specialist  in  municipal  bonds 
since  1898.  Nuveen  utilizes  all  90  years  of 
experience  in  selecting  only  the  most  credit- 
worthy federally  tax-free  bonds  rated  A to  AAA 
by  Standard  & Poor's  or  Moody's.*  Nuveen 
offers  traditional  and  insured  trust  portfolios. 
Insurance  guarantees  the  timely  payment  of 
principal  and  interest  on  the  bonds  in  the 
insured  trusts.**  With  Nuveen,  you  can 
count  on  . . . 

• Diversification.  Bonds  in  each  portfo- 
lio are  carefully  diversified  to  help 
reduce  your  investment  exposure. 

• Credit  Surveillance.  Nuveen  conducts 
credit  surveillance  on  every  trust 
portfolio  until  the  last  bond  is  paid. 


Building  Mutual  Thist 

AMA  ADVISERS,  INC. 

The  Financial  Services  and  Investment 
Counseling  Organization  Owned  by  the 
American  Medical  Association. 


Services  and  products  as  described  herein  are  not  offered  in  any 
state  where  they  are  not  lawfully  registered. 


r 


AL  1933 


HYES!  Please  send  me  a free 
Information  Kit  on  the  tax-free  investment 
opportunities  available  through  AMA  Advisers. 


Name 

Address 

City State Zip 

Phone  # 1 1 


‘A  portion  of  income  may  be  subject  to  state  and  local  taxes. 
‘Insurance  does  not  offer  protection  against  fluctuation  in  the 
market  price  of  the  units. 


Day  □ Evening  □ 

MAIL  TO:  AMA  Advisers,  Inc., 

P.O.  Box  1923,  West  Chester,  PA  19380-1923 


AMA  Advisers 
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market  prices  of  the  portfolio’s  underlying  bonds, 
w hich  may  be  more  or  less  than  the  original  purchase 
price,  depending  on  interest  rates  at  the  time  of 
purchase  and  redemption. 

Diversification  — UIT  investment  professionals 
select  and  monitor  portfolios  of  bonds  diversified 
by  type,  geographic  location,  revenue  source,  and 
purpose,  which  allows  the  investor  to  invest  in  a 
wide  range  of  bonds  saving  time  and  effort  of  mak- 
ing individual  selections  and  reducing  investment 
exposure  to  risk. 

When  an  investor  owns  a portion  of  a Unit  Invest- 
ment Trust,  units  in  that  trust  are  owned.  These  units 
represent  the  investor’s  pro-rata  share  of  the  value  of 
that  trust.  Unit  investment  trusts  are  sold  in  minimum 
investments  ranging  from  $1,000  to  $5,000.  Investors 
pay  a one  time  sales  charge,  which  varies  depending 
on  the  amount  invested.  Also,  there  is  no  annual  man- 
agement fee,  and  no  charge  for  redemption. 

Unit  trusts  come  in  varying  shapes  and  sizes.  There 
are  national  portfolios  and  state  portfolios  . . . insured 
and  uninsured  trusts  . . . and  long,  intermediate  and 


short-term  maturities.  There  is  something  for  almost 
every  investment  need. 

Because  of  the  UIT’s  steady  stream  of  tax-free  in- 
come, many  investors  use  it  as  a monthly  cash  flow 
sup  plement.  However,  the  UIT  is  a versatile  invest- 
ment vehicle  that  is  well  suited  for  various  financial 
planning  strategies  — funding  monthly  mortgage  pay- 
ments or  semiannual  insurance  premiums,  for  exam- 
ple. 

A UIT  is  also  appropriate  for  long-term  savings 
plans  — as  for  retirement  or  college  tuition  — whereby 
the  income  from  the  trust  is  reinvested  into  a tax-free 
mutual  or  money  market  fund.  This  way,  investors 
enjoy  the  benefits  of  compounding  interest  tax-free. 

For  example,  John  Nuveen  & Co.  Incorporated,  the 
largest  sole  sponsor/underwriter  of  unit  investment 
trusts,  offers  a number  of  reinvestment  options.  In- 
terest can  be  directed  into  national  and  state  mutual 
and  money  market  funds,  where  it  continues  to  grow 
tax-free. 

For  the  investor  who  is  looking  to  reduce  overall 
tax  liability,  build  savings  or  supplement  income,  a 
tax-exempt  Unit  Investment  Trust  is  a wise  investment 
choice  which  can  be  tailored  to  meet  one’s  particular 
financial  needs.  0 


AFFORDABLE  TERM  LIFE  INSURANCE  - 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

250.00 

455.00 

670.00 

30 

252.50 

460.00 

677.50 

35 

255.00 

465.00 

685.00 

40 

330.00 

595.00 

880.00 

45 

412.50 

760.00 

1,127.50 

50 

542.50 

1,015.00 

1,510.00 

55 

810.00 

1,520.00 

2,267.50 

60 

1,355.00 

2,535.00 

3,790.00 

65 

2,372.50 

4,385.00 

6,565.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A  Excellent”  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  AL  36606  • (205)  476-1737 

Above  rates  are  provided  by  Loyal  American  Life  Insurance  Company,  Mobile,  AL 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor; 


ARMY  HEALTH  CARE  TEAM 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


Power  of 
the  Pen” 


When  you  decide  to  use  Bactrim, 
use  the  power  of  the  pen  as  well. 
Protect  your  prescribing  decision  in 
accordance  with  your  state  regula- 
tions to  prevent  substitution.  It  guar- 
antees your  patients  will  get  the 
power  of  Bactrim. 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


ESTABLISHED  GYN  PRACTICE  FOR  SALE  BY  RETIRING 
PHYSICIAN.  Located  in  Southern  city  of  200,000,  with  booming 
industry.  Practice  not  in  decline,  although  established  by  respected 
physician  over  last  30  years.  Gross  presently  exceeds  $190,000 
with  lots  of  new  patients.  Volume  can  be  much  greater  for  younger 
physician.  Must  be  BE/BC.  Modestly  priced.  Quality  Health  Re- 
sources, P.O.  Box  6002,  Tuscaloosa,  AL  35405.  A Christian 
Organization. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
anee,  two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


/^Specify 

uidbrnM 

Bactrimr 

(trimethoprim  and 
sulfamethoxazole/Roche) 


Roche  Laboratories 

a division  of  Hoffmann-La  Roche  Inc. 

340  Ktngstaod  Street,  Nulley.  New  Jersey  07110-1 199 


FOR  PHYSICIANS;  Unsecured  Signature  Loans.  $5,000  to 
$60,000.  For  any  need  including  Taxes-Debts-Etc.  No  points  or 
fees.  Best  rates-Level  payments.  Up  to  six  years  to  repay.  No 
prepayment  penalties.  First  payment  not  due  for  90  days.  For 
application  call  Toll-Free  1-800-331-4952,  MediVersal  Dept.  1 14. 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pe- 
diatrician, Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  elinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfinger, 
M.D.,  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
loosa, Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 


EQUIPMENT  WANTED:  Used  examination  tables.  Call  collect 
205/867-3606. 


4' 
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Copyright  © 1988  by  Hoffmann*La  Roche  Inc.  All  rights  reserved. 


Illustration  of 
Bactrim  power 
in  middle  ear 
infection. 


Bactrim  concentrates  in  hard-to-reach  infections'  to  overpower  suscepti- 
ble strains  of  H.  influenzae  and  S.  pneumoniae  (in  vitro)’  year  after  year. 
B.i.d.  dosing,  cherry  flavor  and  economy  keep  successful  therapy  within 
your  power.  Especially  when  you  remember  to  protect  your  prescribing 
decision  by  specifying  D.A.W. 

In  vitro  results  may  not  correlate  with  clinical  results.  Not  indicated  for 
prophylactic  or  prolonged  use  in  otitis  media  and  contraindicated  in 
infants  under  two  months  of  age. 


(40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  5 mL) 


* Penetrates 

* Concentrates 

* Overpowers 

* Persists 


Copyright  C 1968  by  Hoffmann-La  Roche  Inc  All  rights  reserved 

Please  see  references  and  summary  of 
product  information  on  following  page. 


Specify  "Dispense  as  Written,”  "Do  Not  Substitute."  or  "Brand 
Necessary”  according  to  your  state  regulations. 


Rtftrtftctt;  1.  KlimekJJ.era/  JPe(//a/r96 .1087-1089. 1980  2.  BAC-OATA  Medical  Information  Systems, 
Inc  , Volume  1. 1986 


Bactrinr 

(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows 
CONTRAINDICATIONS;  Hypersensitivity  to  trimethoprim  or  sulfonamides,  documented  megaloblastic 
dntn)ia  due  lu  folate  deficiency,  pregnancy  at  teim  and  during  the  nuismg  period,  infants  less  than  two 
months  of  age 

WARNINGS;  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES.  ALTHOUGH 
RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING  STEVENS-JOHNSON  SYNDROME. 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS.  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clintcal  stgns.  such  as  rash,  sore  throat,  fever,  arthralgia,  cough,  shortness  of 
breath,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions  In  rare  instances  a skin 
rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson  syndrome,  toxic  epidermal 
necrolysis,  hepatic  necrosis  or  serious  blood  disorder  Perform  complete  blood  counts  frequently 
BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS  Clintcal  stud- 
ies show  that  patients  with  group  A B-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bactenoiogic  failure  when  treated  with  Bactrim  than  with  penicillin 

PRECAUTIONS;  General.  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  {e.g  . elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome. or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6*phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e.g  . impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  m platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Treatment  of  Pneumocystis  Carinii  Pneumonia  in  Patients  with  Acquired  Immunodeficiency  Syn- 
drome (AIDS)  AIDS  patients  may  not  tolerate  or  respond  to  Bactrim  in  same  manner  as  non-AIDS  patients 
Incidence  of  side  effects,  particularly  rash,  fever,  leukopenia,  elevated  aminotransferase  (transaminase) 
values,  with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  carinii  pneumonia  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients 
Information  for  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation 

Laboratory  Tests  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anhcoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
is  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

Drug'Laboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (C6PA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein.  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaff6  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis  Long-term  studies  m animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertilih/  or  general  reproductive  performance  observed  m rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonteratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS;  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skm  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES,  ALTHOUGH  RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING 
STEVENS-JOHNSON  SYNDROME.  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS.  APUSTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia.  methemoglobinemia,  eosinophilia  Allergic  Reac- 
tions Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema.  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary.  Renal  failure, 
interstitial  nephritis.  BUN  and  serum  creatinine  elevation  toxic  nephrosis  with  oliguria  and  anuria  crystal- 
iuria  Neurologic  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psycft/a/r/c  Hallucinations,  depression,  apathy,  nervousness,  fntfoerme  Sulfonamides  bear  certain  chem- 
ical similanttes  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents,  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Respiratory  Pulmonary  infiltrates  Musculoskeletal  Arthralgia,  myalgia  Miscellaneous 
Weakness,  fatigue,  insomnia 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  for  urinary  tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  ml)  bid  for  10  to  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  tor  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis  Renal  Impaired  Creatinine  clearance  above  30  ml/min.  give  usual  dosage; 
15-30  ml/min,  give  one-half  the  usual  regimen,  below  15  ml/min,  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp  {20m\]  b i d.  for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONIA  Recommended  dosage  is  20  mg/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children's  dosage  table 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  tnmethoprim  and  800  mg  sulfamethoxazole)— 
bottles  of  100.  250  and  500.  Tel-E-Dose«  packages  of  100.  Prescription  Paks  of  20  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500;  Tel-E-Oose*  packages  of  100, 
Prescnption  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp  )— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  )— bottles  of  16  oz  (1  pint) 

store  tablets  at  15*-30X  (59“-86"F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15^-30°C  (59"-86^)  PROTECTED  FROM  LIGHT 
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YOCON' 

YOHIMBINE  HCI 


Description:  YohimDine  is  a 3a-1ba-2UB-l/a-hydroxy  Yohlmbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  t?hiet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  maie  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Vohimhine  pyprt?  a stimulstinn  action  on  the  mood  and  may  increase 
anxiety.  Such  etcuons  have  not  been  adeguately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  sfimula- 
iion  and  Other  eflecio  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  Also  ditziness, 
headache,  skin  flushing  reported  when  used  oraily.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr,  5.4  mg  in 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159  CCM9. 
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Evaluation  of  Pituitary 
Gonadal  Axis 
in  Erectile  Impotence 

Lawrence  S.  Rosen,  M.D.* 


One  hundred  twenty-eight  patients  with  er- 
ectile impotence  were  evaluated  by  the  deter- 
mination of  serum  levels  of  T (Testosterone), 
PRL  (Prolactin),  FSH  (Follicle  Stimulating 
Hormone),  and  LH  (Luteinizing  Hormone). 
Serum  T was  decreased  in  14%  (18/128),  PRL 
was  increased  in  10.7%  (10/93)  of  the  patients. 
Determination  of  basal  FSH  and  LH  in  these 
patients  were  of  no  value.  Evaluation  of  thy- 
roid function  is  advisable  only  in  patients  with 
hyperprolactinemia.  These  findings  suggest 
that  the  initial  hormonal  evaluation  should  in- 
clude only  serum  testosterone  and  prolactin 
levels. 


Recognition  of  endocrine  dysfunction  in  erectile  im- 
potence has  a paramount  importance,  not  only 
because  it  may  be  the  early  sign  of  a serious  underlying 
disease,  but  also  it  might  be  successfully  corrected. 
Traditionally,  initial  screening  of  the  patients  with  er- 
ectile impotence  includes  the  determination  of  serum 
levels  of  Testosterone  (T),  Follicle  Stimulating  Hor- 
mone (FSH),  and  Luteinizing  Hormone  (LH). 

Testicular  failure  in  erectile  impotence  has  been  re- 
ported to  be  as  high  as  35%.'  Determination  of  serum 
PRL  (Prolactin)  levels  with  radioimmunoassay  has  been 
recently  available,  since  its  physiologic  role  and  as- 
sociation with  erectile  impotence  has  been  better 
understood.^'* 

The  purpose  of  this  study  is  to  determine  the  value 
of  the  basic  necessary  hormonal  profile  (T,  FSH,  LH), 

* Northeast  Alabama  Urology  Center.  P C..  P O Bos  339.  Jacksonville.  AL 
36265 


to  compare  the  yield  of  hormonal  abnormalities  and 
to  evaluate  PRL  metabolism  in  patients  with  erectile 
impotence. 

Materials  and  Methods 

The  pituitary-gonadal-axis  (PGA)  was  evaluated  in 
128  patients  with  erectile  impotence  (ages  varying  be- 
tween 32-74)  with  the  determination  of  serum  T,  PRL, 
FSH,  and  LH  levels.  Distribution  of  these  patients 
according  to  the  studies  performed  is  shown  in  Table 
1. 

Commercially  available  radioimmunoassay  was  uti- 
lized for  the  determination  of  serum  levels  of  above 
parameter.  Normal  values  are  stated  below; 


T 200-800  ng/ml 

PRL  Less  than  25  ng/ml 

FSH  5-20  ng/ml 

LH  5-20  ng/ml 


Each  patient  had  a single  serum  sample  drawn  be- 
tween the  hours  of  0900-1 100.  No  fasting  was  required 
before  the  blood  sampling. 


TABLE  1 

Distribution  of  the  Patients 

7’* 

PRL* 

FSn*  & LH* 

Total 

-1- 

+ 

+ 

45 

+ 

+ 

20 

+ 

+ 

48 

+ 

15 

128 

93 

65 

128 

T-Te.stosterone,  I’RL-Prolactin,  FSH-Follicle  .Stimulating 
Hormone,  Ul-Luteinizing  Hormone. 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  n years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


Thyroid  function  was  evaluated  in  54  patients  with 
the  determination  of  Tj  (Tri-iodo-thyronine)  and  T4 
\ (Thyroxine)  uptakes. 

Results 

Serum  T levels  were  found  to  be  decreased  in  18 
out  of  128  patients  (14%).  Four  patients  had  increased 
serum  T levels  (3%).  Table  2 shows  the  values  of  PRL, 
FSH,  and  LH  in  patients  with  decreased  serum  T lev- 
els. 

Serum  PRL  was  increased  in  10  out  of  93  patients 
(10.7%).  Comparative  evaluation  of  these  patients  is 
shown  in  Table  3.  Serum  testosterone  and  prolactin 
levels  are  compared  in  Table  4. 

Serum  gonadotropins  were  measured  in  65  patients. 
FSH  was  increased  in  8 (13.3%)  and  was  decreased 
in  5 patients  (7.7%)  respectively.  LH  was  found  to  be 
elevated  in  5 patients  (7.7%),  although  it  was  de- 
creased in  3 patients  (4%).  Combined  FSH  and  LH 
abnormalities  were  found  in  5 patients.  Increased  and 
decreased  values  of  both  FSH  and  LH  were  found  in 
3 and  2 patients  respectively. 

Compared  evaluation  of  serum  gonadotropins  and 
testosterone  levels  is  shown  in  Table  5. 

Discussion 

Until  recently,  erectile  impotence  has  been  consid- 
ered to  have  a psychogenic  basis  in  the  vast  majority 
of  the  patients.  Recent  developments  and  the  avail- 
ability of  radioimmunoassays  have  made  the  evalua- 
tion of  PGA  easier. 

FSH  and  LH  secretion  from  the  anterior  pituitary 
gland  is  regulated  by  the  hypothalamus  through  the 
gonadotropin-releasing  hormone  (GnRH).  GnRH  is  se- 
creted into  the  portalvascular  system  of  the  pituitary 


TABLE  2 

18  Patients  With  Low  Serum  T*  Levels 


Pts.  & Ages 

FSH* 

LH* 

PRL* 

P.  M.,  63 

I 

N 

♦ 

J.  S.,  71 

N 

N 

— 

E.  B.,  45 

N 

N 

N 

E.  S.,  62 

N 

N 

N 

R.  B.,  66 

N 

N 

N 

D.  B.,  58 

N 

N 

N 

S.  H.,  48 

N 

N 

N 

J.  P.,  54 

N 

N 

I 

M.  V.,  61 

N 

N 

I 

C.  L,  61 

— 

— 

N 

P.  K.,  56 

— 

— 

N 

M.  R.,  67 

— 

— 

N 

R.  R.,  38 

— 

— 

N 

W.  E.,  70 

— 

— 

N 

G.  J.,  57 

— 

— 

N 

L.  B.,  32 

— 

— 

— 

J.  D.,  38 

— 

— 

— 

P.  B.,  64 

— 

— 

— 

T-Testosterone,  FSH-Follicle  Stimulatint;  Hormone,  l>H-Lu- 
teinizing  Hormone,  PRL-Prolactin,  ( — )-Not  Done. 


gland.  In  response  to  GnRH,  the  basophylic  cells  of 
the  anterior  pituitary  secrete  FSH  and  LH  into  the 
general  circulation  where  they  act  on  the  testes  to  reg- 
ulate steroidogenesis  and  spermatogenesis.^  LH  acts 
at  the  level  of  the  leydig  cells  where  more  than  95% 
of  the  T in  normal  men^  is  produced.  FSH  acts  on 
seminiferous  tubules  to  initiate  spermatogenesis.  The 
anterior  pituitary  gland  also  secretes  prolactin,  under 
the  control  of  the  hypothalamus.  PIF  (prolactin  inhib- 
itory factor)  and  PRF  (prolactin  releasing  factor)  are 
responsible  in  the  regulations  of  serum  prolactin  levels. 

Decreased  urinary  excretion"^  and  serum  levels  of 
testosterone^  have  been  reported  in  patients  with  erec- 
tile impotence.  However,  no  remarkable  differences 
in  serum  T levels  in  impotence  compared  to  normal 


TABLE  3 


Hyperprolactinemia  in  Erectile  Impotence 


Pts.  & Ages 

PRL* 

7’* 

FSH* 

LH* 

A.  S.,  52 

28.8 

N 

21.8  t 

27.0  t 

J.  D.,  65 

31.0 

N 

33.4  t 

40.0 1 

0.  R.,  72 

41.7 

N 

N 

24.0  t 

J.  R.,  71 

28.4 

N 

N 

N 

D.  R.,  74 

28.6 

N 

N 

N 

J.  R.,  54 

29.4 

1 130.0 

N 

N 

M.  V.,  61 

33.0 

t 160.0 

* 

— 

A.  J.,  69 

28.6 

N 

— 

— 

P.  M.,  71 

27.6 

N 

— 

— 

J.  C.,  64 

30.2 

N 

— 

— 

PRL-Prolactin,  T-Testosterone,  FSH-Follicle  Stimulating 
Hormone,  LH-Luteinizing  Hormone. 


TABLE  4 

Relationship  Between  Serum  T*  and  PRL*  Levels 


Testosterone 


Low 

N 

High 

P 

R 

N83 

10 

71 

2 

L 

High  10 

_8 

Total 

93 

12 

79 

2 

T-Testosterone,  PRL-Prolactin. 


TABLE  5 


Serum  Gonadotropins  in  65  Patients 


T* 

FSH* 

LH* 

Low 

N 

High 

Low 

N 

High 

Low 

1 

6 





7 



N 

4 

43 

8 

2 

48 

5 

High 

— 

3 

— 

— 

3 

— 

Total 

5 

52 

8 

2 

58 

5 

FSH-Follicle  Stimulating  Hormone,  LH-Luteinizing  Hor- 
mone, T-Testosterone. 
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individuals,  are  also  reported.*  In  this  series,  14%  of 
the  patients  had  decreased  serum  testosterone  levels. 
The  factors  responsible  for  low  serum  T levels  (e.g., 
uremia,  chronic  alcohol  consumption,  hypothyroid- 
ism, adrenal  cortical  disorders)  were  not  present  in  this 
series.  Although  a reciprocal  relationship  with  increas- 
ing age  and  serum  T levels  is  present,  aging  was  not 
found  to  be  a factor  in  this  series,  since  one  third  of 
the  patients  with  low  T were  younger  than  age  50 
(Table  2).  Since  serum  testosterone  levels  have  diurnal 
variation  with  a morning  peak^  in  this  study,  blood 
was  drawn  before  noon.  The  decreased  serum  T levels 
were  reported  as  a result  rather  than  a cause  of  sexual 
dysfunction.  However,  the  observation  of  normal  T 
levels  in  celibate  monks, ^ weakened  this  hypothesis. 
Although  association  of  low  serum  T levels  with  hy- 
perprolactinemia has  been  previously  reported,'  this 
was  not  observed  in  this  study.  Only  a few  patients 
with  low  T had  elevated  serum  PRL  levels.  Similarly 
in  only  2 out  of  10  patients  with  hyperprolactinemia, 
low  T levels  were  observed  (Table  3). 

The  exact  mechanism  of  how  prolactinemia  causes 
sexual  dysfunctin  is  not  clear.  A direct  effect  on  the 
central  nervous  system  and/or  inhibition  of  5 a re- 
ductase (especially  in  patients  with  decreased  serum 
T)  have  been  postulated.^  Inhibitions  of  serum  PRL 
by  Bromocriptine  increases  sexual  desire  and  potency 
in  only  hyperprolactinemic  subjects." 

Observation  of  increased  serum  T levels  in  some 
patients  with  impotence  is  interesting.  Androgen  re- 
placement and  hyperthyroidism  have  been  reported  to 
be  the  cause  of  increased  serum  testosterone.  How- 
ever, these  factors  were  not  present  in  this  series. 

Thyroid  dysfunction  (hyper  or  hypothyroidism)  has 
been  reported  to  be  associated  with  erectile  impo- 
tence.Only  one  out  of  54  patients  had  a slight 
decrease  in  Tj  with  normal  T4  uptake.  Unfortunately, 
serum  PRL  was  not  determined  in  this  patient.  Sexual 
dysfunction  in  thyroid  disorders  is  better  explained'^ 
by  the  increased  responsiveness  to  PRL  secretion. 
Therefore,  it  seems  appropriate  that  in  patients  with 
hyperprolactinemia,  serum  Tj,  T4  levels  should  be 
measured.  Routine  determination  of  T3,  T4  is  however, 
not  warranted  in  the  evaluation  of  erectile  impotence. 

Low  levels  of  FSH  (5/65)  were  found  more  often 
than  low  levels  of  LH  (2/5)  in  this  study.  However, 
the  reverse  is  observed  in  the  comparison  of  elevated 
FSH  and  LH  levels  (8  vs  5 respectively)  (Table  5). 
The  presence  of  normal  serum  T levels  in  all  but  one 
patient  with  abnormal  gonadotropins  makes  the  ex- 
planation more  difficult.  In  the  above  mentioned  pa- 
tient, association  of  low  FSH  with  normal  LH  excludes 
the  presence  of  hypogonadotropic  hypogonadism.  In- 
terestingly gonadotropins  were  normal  in  most  of  the 
patients  (9/10)  with  abnormal  serum  T levels. 

These  findings  suggest  that  the  determination  of  basal 
FSH  and  LH  levels  are  not  informative  in  the  presence 


of  decreased  serum  T levels.  Therefore,  the  use  of  the 
gonadotropin  stimulation  test  has  been  advised.'^' 

Diabetes  Mellitus  (DM)  is  excluded  from  the  dis- 
cussion, since  impotence  in  DM  is  due  to  the  vascu- 
logenic  and  neural  factors  rather  than  the  PGA  ab- 
normalities.'^- 

In  conclusion,  it  seems  appropriate  to  advise  that 
serum  T and  PRL  levels  should  be  determined  during 
the  initial  evaluation  of  erectile  impotence.  If  the  serum 
T level  is  reduced,  rather  than  the  determination  of 
basal  FSH,  and  LH  levels,  a gonadotropin  stimulation 
test  should  be  utilized. 

Routine  determination  of  T3  and  T4  uptakes  are  not 
necessary.  However,  the  presence  of  hyperprolacti- 
nemia makes  the  determination  of  T3,  T4  uptake  ab- 
solute. 

Summary 

One  hundred  twenty-eight  patients  with  erectile  im- 
potence, (ages  varying  between  32-74),  were  evalu- 
ated by  the  determination  of  serum  levels  of  T (Tes- 
tosterone), PRL  (Prolactin),  FSH  (Follicle  Stimulating 
Hormone),  and  LH  (Luteinizing  Hormone).  Serum  T 
was  decreased  in  14%  (18/128),  PRL  was  increased 
in  10.7%  (10/93)  of  the  patients. 

Determination  of  basal  FSH  and  LH  in  these  patients 
were  of  no  value.  Especially  in  the  presence  of  low 
serum  testosterone  levels,  Gonadotropin  Stimulation  '( 

Test  should  be  utilized.  Evaluation  of  thyroid  function  j 
is  advisable  in  patients  with  hyperprolactinemia.  These  | si 
findings  suggest  that  the  initial  hormonal  evaluation 
should  include  only  serum  testosterone  and  prolactin  i,. 

levels.  0 b' 

ir 
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An  Extraordinary 
Selection  of 
Experienced  Import 

Automobiles! 

Below  is  our  selection  at  press  time . . . 
for  an  updated  list,  equal  or  better, 
call  1-277-5700. 


'87  NISSAN  MAXIMA  SE 

Maroon  with  erey  cloth,  5 speed, 
sunroof,  20,000  miles.  Extra  nice. 

'87  VOLVO  740  TURBO 

Inter  cooler,  metallic  beige  with 
black  hounds  tooth  cloth,  22,000 
miles,  automatic,  sunroof,  alloys,  all 
service  records. 


'86  NISSAN  300  ZX 
2 + 2 

Red  with  grey  cloth,  29,000  actual 
miles,  T-tops,  automatic,  (Factory 
Brass  Hat  Car)  like  new. 


'87  JAGUAR  XJ6 

Black  with  grey  leather,  wire 
wheels,  1 6,000  miles,  one  owner, 
like  new. 

'87  PORSCHE  944 
Champagne  with  brown  leather, 
15,000  miles,  one  owner,  5 speed, 
sun  roof,  like  new. 


NEW  '88  ISUZU  TROOPER  LS 
4x4 

4 door,  automatic,  cruise,  AM/FM 
cassette,  alloy  wheels,  white  letter 
tires,  warranty  begins  at  delivery. 
SAVE  THOUSANDS! 

'87  VOLVO  740  TURBO  WAGON 
Red  with  tan  cloth,  29,000  miles, 
all  books  and  records,  local  car. 
MUST  SEE! 

'86  NISSAN  300  ZX 
Red  with  grey  cloth,  automatic, 
T-tops,  20,000  actual  miles, 
local  car,  MUST  SEE! 


'86  AUDI  5000 

Grey  with  grey  cloth,  automatic, 
sunroof,  30,000  miles,  local  car, 
very  nice. 

'87  VOLVO  DL  240 

Silver  with  dark  grey  cloth, 
automatic,  air,  22,000  miles,  books 
and  records,  extra  nice. 

'85  PORSCHE  911  CPE 
Black  with  champagne  leather,  sun 
roof,  tails,  all  services  complete, 
one  owner,  like  new. 


'87  PORSCHE  911 
CABRIOLET 

Venetian  blue  with  blue  top,  linen 
leather,  16"  wheels,  cruise, 

Baupunkt  stereo,  books  and  records, 
like  new. 

'88  MERCEDES  BENZ  300  CE 
Signal  red  with  pal.  leather,  4,800 
miles,  ( never  been  titiled)  RARE 
CAR! 

'87  MAZDA  SE5  P/U 

Silver  with  blue  cloth,  5 speed,  air, 

bed  line,  20,000  miles,  extra  nice. 


SPECIAL  EXTENDED  LEASING  & FINANCING  AVAILABLE 

Through  all  major  banks,  Mercedes-Benz  Credit  Corp., 

Chase  Manhattan  Bank  & CMAC  to  qualified  buyers. 


^ JACK  INGRAM  MOTORS,  INC. 
^ USED  CAR  DIVISION 

231  EASTERN  BLVD.  MONTGOMERY,  AL  • 1-277-5700 

^vid  Price,  Devon  Davenport,  Adams  Hudson,  Bob  Davis,  Chuck  Pemberton,  Bill  Hibbert-Monty  Klonaris-Used  Car  Manager 


FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  sol- 
diers with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums, or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals, you  can  receive 
assignments  almost  anywhere 
in  the  United  States;  the  Army  offers  the  largest  system  of  comprehensive 
health  care  in  the  nation.  Family  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive,  ^u’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edu- 
cation and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Family  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart- 
ment Counselor  for  more  information. 

ARMY  HEALTH  CARE  TEAM 
MID-MEMPHIS  TOWER  BLD. 

SUITE  702 
1407  UNION  AVE. 

MEMPHIS,  TN  38104-3627 
(901)  725-5851  COLLECT 

ARMY  MEDICINE.  BE  AU  YOU  CAN  BE. 


AUXILIARY 


Mrs  Robert  H.  Rhyne,  Jr. 
A-MASA  President 


Chicago  Convention  — 1988 


John  McLaughlin,  Ph.D.,  told  us  who  would  be  the 
next  president  and  vice  president  of  the  United 
States.  He  was  one  of  the  most  entertaining  speakers 
we  listened  to  at  the  AMA  Auxiliary  Convention  in 
Chicago  in  June.  A conservative  political  analyst  from 
Washington,  D.C.,  Dr.  McLaughlin  gave  his  candi- 
date by  candidate  evaluation  of  those  in  the  running 
for  the  White  House.  His  humorous  ability  to  look  at 
each  candidate  in  such  a simple  and  practical  fashion 
led  him  to  the  conclusion  that  George  Bush  and  Robert 
Dole  would  lead  the  Republican  ticket  and  Michael 
Dukakis  with  John  Glenn  would  head  the  Democrat 
ticket.  With  unique  quips  he  declared  the  winners: 
Bush  and  Dole. 

Our  Keynote  Speaker  was  Dr.  C.  Everett  Koop, 
Surgeon  General.  His  two  main  concerns  remain 
smoking  and  AIDS.  His  straightforward  commitment 
to  AIDS  education  has  given  an  unequivocal  message 
to  the  nation.  In  each  campaign,  he  has  been  an  un- 
yielding spokesman  and  has  not  retreated  when  faced 
with  controversy. 

AMA  President,  Dr.  William  S.  Hotchkiss  spoke 
on  the  importance  of  strengthening  cooperative  efforts 
between  medical  associations  and  their  auxiliaries  and 
the  continuous  team  efforts  of  the  AMA  and  the  AMA 
Auxilary. 

Mrs.  Edward  Szewczyk,  AMA  Auxiliary  President, 
highlighted  the  AMA  Auxiliary’s  accomplishments 
during  the  past  year,  particularly  in  the  areas  of  ado- 
lescent health,  legislation,  membership,  and  fund-rais- 
ing for  AMA-ERF.  The  AMA-ERF  fund  raising  total 
this  year  was  $1,930,157.38. 


The  Alabama  delegation  included  Mrs.  Lamar 
Thomas,  Birmingham,  Mrs.  Charles  Patterson,  An- 
niston, Mrs.  William  Curry,  Carrollton,  Mrs.  William 
Hughes,  Montgomery,  Mrs.  David  Jackson,  Birming- 
ham, Mrs.  Vincent  Currier,  Phenix  City,  and  Mrs. 
William  Coleman,  Scottsboro.  It  was  a special  treat 
for  us  to  be  present  as  our  own  Mrs.  Julius  Dunn  of 
Wetumpka  was  installed  as  an  AMA  Auxiliary  South- 
ern Director. 

The  AMA  Auxiliary  encourages  state  and  county 
auxiliaries  to  actively  support,  with  approval  of  their 
medical  associations  or  societies,  several  health  res- 
olutions that  were  adopted.  They  are: 

PRESCHOOL  SMOKING  PREVENTION  ED- 
UCATION: A recent  report  of  the  United  States 
Surgeon  General  shows  that  children  who  live  with 
people  who  smoke  are  far  more  likely  to  develop 
certain  illnesses  such  as  bronchitis  and  pneumonia, 
chronic  coughs,  ear  infections  and  more  frequent 
colds.  The  effects  of  this  “involuntary  smoking” 
can  be  long  lasting  because  children  who  grow  up 
with  smokers  are  far  more  likely  to  become  smokers 
themselves.  Young  children  watch  and  imitate  their 
parents  and  other  adults,  especially  people  they  care 
about.  Children  under  the  age  of  five  already  are 
beginning  to  form  opinions  about  smoking  and  41% 
of  preschoolers  questioned  in  one  study  had  actually 
tried  cigarettes. 

CHOLESTEROL  LEVEL  TESTING:  Research 
has  shown  that  high  blood  cholesterol  levels  are 
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associated  with  increased  risk  of  cardiovascular  dis- 
ease. In  adults  over  20  years  of  age,  total  blood 
cholesterol  levels  of  240  milligrams  per  deciliter  or 
higher  on  repeated  measurement,  with  or  without 
other  associated  risk  factors,  should  be  considered 
“undesirable.”  A committee  sponsored  by  the  Na- 
tional Heart,  Lung  and  Blood  Institute  states  that  as 
many  as  40  million  Americans  (about  one  in  four 
adults),  may  have  high  blood  cholesterol  levels.  The 
federal  government  and  more  than  20  health-related 
organizations  issued  the  Report  of  the  National  Cho- 
lesterol Education  Program  Expert  Panel  on  De- 
tection, Evaluation,  and  Treatment  of  High  Blood 
Cholesterol  in  Adults,  constituting  the  first  broad- 
based  recommendations  for  identification  and  treat- 
ment of  persons  with  high  blood  cholesterol.  After 
cholesterol  testing,  evaluation  by  a physician,  if 
needed,  is  recommended. 

SUPPORT  SERVICES  FOR  MEDICAL  FAMI- 
LIES: The  all-consuming  nature  of  the  practice  of 
medicine  places  demands  on  the  entire  medical  fam- 
ily. Those  demands  have  increased  today  due  to  such 
pressures  as  professional  liability  and  growing  gov- 
ernment involvement  in  medical  practices.  Medical 
families  need  a confidential  forum  through  which 
they  can  express  their  concerns  and  receive  support 
for  their  special  stresses.  Medical  auxiliary  mem- 
bers, as  physicians’  spouses,  are  in  a unique  position 
to  provide  that  forum. 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training 
leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 


CONTINUING  AUXILIARY  EFFORTS  TO- 
WARD ERADICATING  DRUG  ABUSE;  The  de- 


struction caused  by  substance  abuse,  including  al- 
cohol, drugs,  and  tobacco,  does  not  discriminate  as 
to  age,  sex,  ethnic  group,  economic  or  social  status. 
In  the  past  ten  years,  there  has  been  a steady  decline 
in  the  average  age  of  initiation  into  drug  abuse.  The 
ramifications  of  such  abuse  adversely  affect  every 
aspect  of  American  life  today  — health,  education, 
economy,  crime,  national  security  — and  this  im- 
pact in  turn  threatens  the  future  of  the  country. 


ALCOHOL  AND  DRUG  ABUSE  PREVEN- 
TION; The  use  of  illicit  substances  is  a very  serious 
problem  in  our  country,  as  evidenced  by  the  fact 
that  drug  use  is  a factor  in  60%  to  80%  of  arrests 
for  major  crimes  and  55%  of  all  homicides.  Intra- 
venous drug  use  is  a major  factor  in  the  spread  of 
AIDS  and  illicit  drug  trafficking  is  a $47  billion  a 
year  industry.  Alcohol  is  the  most  widely  abused 
substance  in  America,  with  one  of  four  persons  who 
uses  alcohol  requiring  treatment  for  alcohol-related 
diseases  in  their  lives.  Many  areas  of  society  (i.e. 
medicine,  industry,  sports,  public  housing,  media 
and  entertainment,  education,  transportation,  and 
law  enforcement  agencies)  are  working  to  address 
the  abuse  of  alcohol  and  drugs.  The  AM  A Auxiliary 
federation  has  a special  expertise  in  public  educa- 
tion, and  this  very  ability  will  be  important  in  the 
fight  to  make  America  free  of  substance  abuse. 

PROGRAMS  ON  THE  DANGERS  OF  INVOL- 
UNTARY SMOKING:  The  involuntary  inhalation 
of  tobacco  smoke  creates  a significant  health  hazard 
for  the  non-smoker.  The  Surgeon  General  of  the 
United  States  has  announced  that  disease  risk  is  not 
limited  to  the  smoker.  The  National  Academy  of 
Sciences  estimates  that  at  least  2,400  lung  cancer 
deaths  per  year  may  be  caused  by  involuntary  smok- 
ing. Also,  allergies,  bronchitis,  and  emphysema  can 
be  aggravated  by  involuntary  smoking.  Since  there 
is  an  increase  in  legislation  to  protect  the  rights  of 
non-smokers,  the  AM  A Auxiliary  encourages  its 
state  and  county  auxiliaries  to  participate  in  pro- 
grams to  increase  public  awareness  of  the  dangers 
of  involuntary  smoking. 
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This  convention  is  very  special  because  it  brings  { 
only  physicians’  spouses  together.  The  chance  to  vent 
to  each  other  on  common  problems  in  medicine  and 
goals  we  all  wish  to  accomplish  is  a unique  experience. ' * 
No  matter  what  region  of  the  country  we  represent, ; { 

our  bond  is  the  same.  0, 
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In  moderate  depression  and  anxiety 


1^  74%  of  patients  experienced  improved  sleep 
after  the  first  As:  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 

“ Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


References:  1.  Data  on  file,  Holfmann-La  Roche  Inc.,  Nutley,  N],  2,  Feighner  VP, 
ecal:  Psychopharmacology  61 :2\7-225,  Mar  22, 1979, 


Limbitrol*® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  inaeasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma, Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {eg. , operating  machinery,  driving) . 
Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze 
pines  (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  dnig.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tbgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotrcmic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitat^.  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others;  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  resdessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
aaommodation,  paralytic  ileus,  urinary  retendon,  dilatadon  of  urinary  tract.  Allergic.-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endoaine-  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other.  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abaipt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  produa  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Ittblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tbblets,  blue,  film 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Ttl-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week ' 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A s',  dose' 


r 

^First-week  reduction'  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  aaivities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Percentage  of  Reduaion  in  Individual  Somatic  Sym 
During  First  Week  of  Limbitrol  Therapy* 
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Each  tablet  contains  5 mg  chlordiazepoxide  and 


12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
*Patients  often  presented  with  more  than  one  somatic  symptom. 


LunbitrolDS 


^ch  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloiide  salt) 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


You  wouldn't  dream  of  operating  alone. . . 


You  shouldn’t  take  the  financial  risk  alone,  either. 


You  need  the  company  built  for  the 
medical  professionals  in  Alabama 
. . . Mutual  Assurance.  This  is  an 
Alabama  company  that  you  know. 
One  which  has  proven  its  committ- 
ment and  concern  for  Alabama’s 


medical  community:  Being  here  for 
liability  coverage  when  others 
weren’t.  Mutual  Assurance  has  the 
experience  you  need  ...  the 
financial  soundness  you  can 
depend  upon. 


n\ 


.Mutual 

A^iance 


115  Office  Park  Drive 
Birmingham,  AL  35223 
1-800-272-6401  (205)  871-7280 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 


■ Highly  active  in  vitro  against  a broad  range  of 

gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 
-skin/skin  structure^  -bones  and  joints^ 

■ Convenient  B.LD.  dosage -250  mg,  500  mg  and  750  mg  tablets 


*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

tDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO*  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 


Miles  Inc 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 


MILES 


Please  see  adjacent  page  of  fhis  advertisement  for  Brief  Summary  of 
Prescribing  Information 


c April  1988,  Miles  Inc 


Printed  in  U S A 


C09327  MLR-261 


TABLETS  *= 

(ciprofloxacin  HCI/ Miles) 


500  mg  B./.D.  for  most  infections; 

750  mg  BJ.D.  for  severe  or  complicated  infections. 


CONVENIENT fi./.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 

Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  fi./.D. 

Severe/Complicated 

750  mg  fi./.D. 

Urinary  Tracf 

Mild/Moderate 

250  mg  fi./.D. 

Severe/Complicated 

500  mg  fi./.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  fi./.D. 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  IS  indicated  for  the  treatment  of  infections  caused  bv  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lo^r  RespiratorY  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae, 
hvteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  parainfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae, 
hoteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartn,  Morganella  morganii.  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillmase-producing  strains).  Sta- 
phylococcus epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens,  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morgann.  Citrobacter  diversus.  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexnen*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
♦Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  m order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFIDXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacin, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General 

As  with  other  quinolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness.  Iightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Ck}ncurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  m the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

f^tienis  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals  The  preferred  time  of  dosing  is 
two  hours  after  a meal  Patients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
Iightheadedness.  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertilitv 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E.  coli  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  Vig  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Dossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
Pregnancy  - Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion.  No  teratogenicity  was  observed  at 
either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS  CLASS.  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS,  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers 

It  IS  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother 
Pediatric  Use 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  m immature  animals  (SEE 
WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation,  2.799  patients  received  2.868  courses  of 
the  drug.  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses,  possibly 
related  in  9.2%,  and  remotely  related  in  3 0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1  5%),  skin  (0.6%).  and  central  nervous  system 
(0.4%) 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5  2%).  diarrhea  (2.3%).  vomiting 
(2  0%),  abdominal  pain/discomfort  (1  7%).  headache  (1  2%).  restlessness  (1.1%),  and  rash  (1 1%) 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  of 
quinolones  are  italicized 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM.  (See  above),  dizziness.  Iightheadedness.  insomnia,  nightmares,  hallucina- 
tions. manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 

SKtN/HYPERSENSlTIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion,  erythema  nodosum 

SPECIAL  SENSES  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout 
RENAL/UROGENiTAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm, 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship: 

Hepatic  - Elevations  of  ALT  (SGPT)  (19%).  AST  (SCOT)  (1  7%).  alkaline  phosphatase  (0  8%).  LDH  (0.4%), 
serum  bilirubin  (0.3%) 

Hematologic  - eosinophilia  (0.6%).  leukopenia  (0  4%).  decreased  blood  platelets  (0 1%).  elevated  blood 
platelets  (0.1%).  panc^openta  (0.1%). 

Renal  - Elevations  of  Serum  creatinine  (11%).  BUN  (0  9%) 

CRYSTALLURIA,  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 
OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage.  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reaclrons  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  IS  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hours. 

Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours.  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg,  500  mg.  and  750  mg  in  bottles  of  50,  and  in 
Unit-Oose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


♦ Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 
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West  Haven,  CT  06516 
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‘Jury  of  My  Peers’ 


Since  the  current  malpractice  litigation  crisis  began, 
personal  injury  lawyers  have  loudly  insisted  that 
I the  principal  cause  is  the  increasing  number  of  incom- 
I petent  or  incapacitated  physicians. 

Just  as  insistently,  organized  medicine,  from  AM  A 
I down  to  the  county  society,  has  cited  facts  to  support 
i the  counter-claim  that,  in  general,  the  best  doctors  are 
I the  ones  being  sued. 

Exhibit  A here  in  Alabama  could  surely  be  the  case 
of  Howard  C.  Snider,  Jr.,  M.D.,  Montgomery  sur- 
geon, and  his  senior  partner  at  the  time,  John  M. 
Cameron,  M.D. 

In  the  dozen  years  that  I have  been  MASA  executive 
director,  upwards  of  1 ,500  Alabama  physicians  have 
experienced  the  valley  of  death  of  a malpractice  suit 
that  hauled  them  before  judge  and  jury  or  came  close 
enough  to  bring  terror  to  their  hearts. 

Unfortunately  for  Drs.  Snider  and  Cameron,  but 
fortunately  for  you,  they  were  among  those  who  ex- 
perienced the  bizarre  and  painful  trial  by  jury  and 
learned  first-hand  how  facts  are  perverted  and  truth 
becomes  an  orphan  of  the  storm.  You  are  fortunate 
because  Dr.  Snider  has  written  a book  about  his  ordeal. 
Jury  of  My  Peers:  A Surgeon’s  Encounter  with  the 
Malpractice  Crisis,  being  released  this  month  by  Pen- 
kevill  Publishing  Company. 

Jury  of  My  Peers  is  arguably  the  best  book  ever 
written  on  the  subject  by  a physician  victim  of  the 
malpractice  mania.  In  fact,  James  S.  Todd,  M.D., 
Senior  Executive  Vice  President  of  AMA,  so  argues. 
In  a recent  letter  to  Dr.  Snider,  Dr.  Todd  said:  “You 
have  captured  better  than  any  I know,  the  agonies  and 


implications  of  our  present  system,  with  its  damage  to 
all  involved.” 

Since  I too  was  privileged  to  read  the  book  before 
publication,  I can  happily  second  Dr.  Todd’s  assess- 
ment, along  with  his  statement  that  he  simply  could 
not  put  down  Jury  of  My  Peers  until  completion.  It  is 
a remarkably  detailed  and  moving  account  of  the  mal- 
practice plague. 

Apart  from  medical  papers.  Dr.  Snider  had  no  pre- 
vious experience  as  an  author.  But  his  mastery  of  de- 
tail, color,  mood  and  narrative  technique  is  of  such 
character  as  to  suggest  that  in  the  crucible  of  his  agony 
he  was  somehow  invested  with  the  power  and  skill  to 
do  what  he  felt  he  had  to  do  to  survive  emotionally 
— tell  the  full,  unvarnished  story  of  his  sudden  descent 
into  the  madness  of  the  tort  system,  where  facts  are 
manipulated  or  hidden,  where  truth  is  an  enemy  alien, 
and  where  the  vaunted  jury  system  is  rendered  absurd 
by  proceedings  that  have  become,  in  the  span  of  a few 
years,  a ridiculous  mockery  of  our  supposed  age  of 
scientific  enlightenment. 

Jury  of  My  Peers  should  be  read  by  every  physician 
in  Alabama,  of  course;  but  it  should  also  be  read  by 
every  lawyer  who  plies  his  trade  in  the  constant  search 
for  deep  pockets,  and  by  his  fellow  attorneys  who  are 
uncomfortable  with  this  continuing  abuse  of  process. 

Because  of  the  suspense  in  this  book,  and  because 
1 believe  any  summary  would  detract  from  the  dramatic 
impact,  I will  not  go  into  detail  here. 

Suffice  it  to  say  that  the  plaintiff  was  a woman  with 
cancer  so  involved  and  so  advanced  that  it  might  jus- 
tifiably have  been  called  inoperable.  Dr.  Cameron, 
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assisted  by  Dr.  Snider,  operated  anyway  and  their  pa- 
tient was  cured  by  the  heroic  surgery  Dr.  Cameron  is 
noted  for. 

But,  like  so  many  plaintiffs  in  malpractice  cases, 
the  patient’s  gratitude  for  deliverance  from  certain  death 
turned  into  something  entirely  different  as  she  brooded 
over  side  effects  of  the  massive  intervention. 

While  her  life  had  been  saved,  she  was  not  restored 
100%  to  pre-cancer  health  — and  that,  as  we  have  all 
learned  to  our  consternation,  is  often  the  incredible 
basis  for  claims  of  negligence. 

Thus  began  the  nightmare  that  ultimately  drove  Dr. 
Cameron  from  practice  and  left  Dr.  Snider,  even  today, 
less  than  certain  he  will  continue  practice. 

Drs.  Cameron  and  Snider  are  sterling  examples  of 
physicians  who  have  always  sought  the  grail  of  per- 
fection. Dr.  Cameron,  classmate  of  the  esteemed  John 
W.  Kirklin,  M.D.,  in  the  Harvard  Medical  class  of 
1942,  had  long  ago  earned  the  reputation  of  one  of  the 
region’s  most  gifted  and  dedicated  surgeons. 

It  was  Dr.  Kirklin,  in  fact,  advising  Dr.  Snider  as 
a resident  on  his  service,  that  he  should  try  first  to 
join  Dr.  Cameron’s  Montgomery  group.  Dr.  Kirklin 
meant  that  a double  compliment  — to  his  1942  class- 
mate and  to  young  Dr.  Snider,  who  clearly  stood  out 
as  the  kind  of  overachiever  whose  skills  and  person- 
ality would  mesh  with  those  of  Dr.  Cameron. 

Dr.  Snider  had  finished  second  in  his  medical  school 
class,  had  been  tapped  for  Phi  Beta  Kappa  in  under- 
graduate school,  and  named  to  honor  societies  from 
high  school  on  through  medical  school. 

One  of  the  qualities  that  makes  Jury  of  My  Peers 
must  reading  for  all  physicians  is  the  superb  delineation 
of  the  trauma  experienced  by  physicians  trained  in 
science  and  the  quest  for  truth  when  they  are  thrown 
into  the  calculated  madness  of  the  civil  justice  system. 

The  culture  shock  of  men  and  women  disciplined 
in  the  search  for  truth  as  they  are  introduced  to  the 
travesty  of  that  in  tort  court  is  surely  one  of  the  greater 
achievements  of  this  book. 

If  Dr.  Snider’s  persuasive  polemics  against  the  sys- 
tem took  up  the  entire  288  pages  of  Jury  of  My  Peers, 
it  would  be  well  worth  the  reading  for  that  alone.  But 
there  is  so  much  more  here:  the  devastating  impact  on 
practice  and  families,  for  example;  the  vast  lottery  of 
jury  selection;  the  psychology  of  the  physician  under 
great  emotional  turmoil;  even  the  relatively  new  con- 
cept of  body  language  (which  Dr.  Snider,  who  earned 
a master’s  degree  in  counseling  just  to  acquire  this 
skill,  applies  with  comic  failure). 

Jury  of  My  Peers  should  be  available  this  month.  It 
is  absolutely  must  reading,  cramming  between  two 
covers  everything  you  need  to  know  about  the  con- 
tagion that  has  preoccupied  organized  medicine  for  too 
many  years. 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon'^'  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 


53159-001-10. 
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Tenafly,  New  Jersey  07670 

(201)  569-8502 
Outside  NJ  1-800-237-9083 
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The  old  ada^ie  “there  never  seems  to  be  enough 
lime”  is  probably  truer  for  physicians  than 
anyone.  And  of  course,  the  busier  you  are  with 
>our  practice,  the  less  lime  you  have  to  spend  on 
your  inveslmenUs. 

Thai’s  where  AM  A Advisers  comes  in!  We  arc  the 
investment  organization  working  for  you.  AMA 
Ad\  isers,  Inc.  is  a subsidiary  of  the  American 
Medical  Association  and  we  have  your  investment 
interests  in  mind. 

AMA  Ad\  isers  has  the  time.. .and  the  money 
managenK'iil  expertise  to  manage  a full  array  of 
mutual  funds  in  'fhe  AM  \ (Jroup.  \\v  provide  a 
variety  of  alternative  investment  choices  that  can 
be  tailored  to  your  s[)ecilic  needs. 


Huildin^  Mutiwl  Trust 


AMA  ADVISERS,  INC. 

AM  \ \(l\ isers.  Iiie.  is  ;i  subsi(li;ir>  of  the  Anieriean  Meciicai 
As.sociali()n  and  tnanafies  I he  muluai  fiituis  in  The  AMA  fJnini) 


Plus,  we  offer  a broad  range  of  investor  services, 
and,  of  course,  overall  professional  management 
of  the  highest  quality. 


Why  not  spend  some  lime  right  now  to  tind  out 
how  AMA  Advisers  can  help  you.  Simply  complete 
and  mail  the  coupon  for  your  FREE  Information 
Kit  on  the  funds  in  The  .AMA  Group.  We  ll  send  you 
prospectuses  with  more  complete  information 
detailing  fees  and  expenses.  Please  read  the 
|)rospectuses  carefully  before  you  invest  or  send 
money. 

Services  and  products  as  descrihed  herein  are  not  offered  forsaie  in 
any  stale  where  they  are  not  iawfuiiy  re«islere(i. 

Vim  FASTKR  ACTIOfV,  CAItL  T()LL-I  RKE 
l-800-AMA-H]r\D  (262-:i863)  EXT.  1906 


MAM,  TO;  The  AMA  (iroup  Al,  I9()() 

Mutual  lutids  managed  by  \M\  Advisers,  lue. 

IM).  Pox  1929.  West  Chester.  I*A  I9:{«()-I92:t 

I want  my  FREE  Information  Kit 
on  the  fiinds  in  The  AMA  (Jroiip,  as  well  as 
|)ros|)eelnses  with  more  complete  information 
detailing  fees  and  expenses. 

Xainc 

Address 
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Dayliiiie  Telephone  ( ) 


FACTS  ABOUT  CELLULAR  TELEPHONES 

IN  MONTGOMERY  AND  SURROUNDING  AREAS 


STRANGE  NEW  TOWERS 
AROUND  TOWN. 


You  may  have  noticed  strange  new 
towers  located  at  1-85  and  Ann 
Street,  at  Jack  Ingram  Motors,  at 
Cramton  Bowl,  near  Wetumpka  and 
one  off  Highway  82  near  Prattville. 
These  are  brand  new  cellular  tele- 
phone towers  owned  by  Cellular  1. 
Cellular  1 is  the  local  "phone 
company"  that  provides  your 
monthly  cellular  phone  service,  just 
like  South  Central  Bell  provides  your 
home  and  business  service.  Cellular 
phones  can  be  purchased  from  one 
of  several  local  authorized  cellular 
dealers,  like  Jack  Ingram's  ARA. 


A MUST  FOR;  REAL  ESTATE 

DOCTORS 
BUSINESS  EXECUTIVES 


NEW  STATUS 
SYMBOL? 

Actually,  this  is  the  small  but 
powerful  antenna  which  enables 
you  to  enjoy  crystal  clear 
telephone  conversations  on  your 
new  cellular  phone.  The  antenna 
is  mounted  on  the  outside  of  your 
rear  window  with  epoxy,  no  hole 
is  necessary. 


CONTRACTORS 
OUTSIDE  SALES  REPS 
PEOPLE  ON  THE  GO 


SO  WHAT'S  SO  GREAT 
ABOUT  CELLUIAR 
PHONES? 

All  car  phones  are  not  alike!  With 
the  advances  in  technology,  todays 
cellular  phones  make  yesterdays 
car  phones  obsolete.  A crystal 
clear,  totally  private  telephone 
conversation  is  now  possible  from 
your  car,  truck,  van  or  boat. 
Conversations  are  so  clear  you'd 
swear  you  were  at  home.  In  fact. 
Jack  Ingram's  ARA  has  portable  and 
transportable  cellular  phones  that 
are  so  small  that  you  can  put  them 
in  your  coat  pocket,  purse  or  brief 
case. 


SO  GIVE  ME  THE  FACTS 
AGAIN. 

A.  New  towers  owned  by 
Cellular  1 - your  cellular  "Phone 
Company"  for  monthly  service. 

B.  Small  antenna  on  car  means 
owner  has  made  a wise 
decision  to  have  crystal  clear 
car  phone. 

C.  Not  all  phones  are  alike.  Only 
cellular  phones  give  you  your 
private  personal  lines. 

D.  For  the  best  selection  of 
cellular  telephones  and 
professional  installations  - 
contact  Jack  Ingram's  ARA. 


WHERE  CAN  I USE  MY  CELLUIAR  PHONE? 

With  the  strength  of  5 new  cellular  phone  towers  in  the  area,  you  will 
have  crystal  clear  telephone  conversations  all  over  Montgomery, 
Prattville,  Wetumpka  and  many  surrounding  areas. 

A 3 watt  cellular  phone  should  work  as  far  north  as  Lake  Martin,  near 
Clanton  and  most  areas  of  east  and  south  Montgomery  County. 

Your  cellular  car  phone  provided  by  Jack  Ingram's  ARA  can  also  be  used 
in  literally  hundreds  of  other  cities  served  by  cellular  tower  service 
through  the  United  States.  In  our  immediate  area  you  can  use  your 
cellular  phone  in  Birmingham,  Huntsville,  Mobile,  Atlanta,  Chattanooga, 
Pensacola,  Tuscaloosa  and  Tallahassee,  as  well  as  Montgomery. 


WE  WILL  TURN  ON  YOUR  PHONE  FREE!* 


^ JACK  INGRAM'S  ARA 

277-7963 


If  you  have  purchased  a cellular  phone  out  of  town  or  state  or  from  a retail  outlet  not  authorized 
by  Cellular  1 to  turn  on  your  phone  in  Montgomery  we  will  turn  on  your  phone  free! 


Authorized  By 

CeBularOne.  O 


PRESIDENTS 

PAGE 


William  A.  Leitner,  M.D. 
President,  MASA 


Relative  Value  Metaphysics 


By  the  time  you  read  this,  the  long-awaited  Harvard 
Resource  Based  Relative  Value  Scale  (RBRVS) 
should  have  been  made  public. 

It  was  due,  after  postponement  from  mid-July,  in 
late  September.  Since  this  is  written  in  late  August,  I 
have  no  way  of  knowing  its  content,  breadth,  scope 
or  impact.  However,  it  will  be  publicly  debated,  stud- 
ied and  modified  before  approval.  And  approval  itself 
is  uncertain. 

In  late  March,  the  influential  Physician  Payment 
Review  Commission,  in  its  second  annual  report  to 
Congress,  expressed  general  philosophical  support  for 
the  basic  design  of  a resource-based  plan,  but  reserved 
judgment  on  the  Harvard  study  until  hearings  can  be 
held  and  other  approaches  considered.  Resource-bas- 
ing is  certainly  one  necessary  element  of  payment  re- 
form, the  Commission  said,  but  only  one. 

In  its  first  report  after  being  established  by  Congress, 
the  Commission  in  1987  called  for  a physician  fee 
schedule  to  get  a better  handle  on  rising  physician 
payments. 

Its  third  report,  due  out  next  March,  is  expected  to 
specify  not  only  its  recommendations  on  relative  value 
but  also  on  other  changes  the  Commission  is  already 
considering  — one  of  them  being  code  reform,  another 
being  revised  geographical  weighting,  and  so  on. 

So,  at  this  point,  the  Harvard  proposal  is  ju.st  that, 
a proposal.  The  Commission  may,  in  its  final  advice 


to  Congress,  accept  it  outright,  reject  it  outright,  mod- 
ify it  or  ignore  it  entirely.  Ultimately,  Congress  is  the 
arbiter  and  it  is  not  bound  to  accept  the  Harvard  study, 
the  Commission’s  findings,  or  any  other  inputs.  Con- 
gress, of  course,  can  do  whatever  it  jolly  well  pleases. 

However,  the  massive  research  already  done  by  the 
Commission  (its  1988  report  exceeds  300  printed  pages) 
and  that  now  unfolding  and  yet  to  be  done  — all 
suggest  that  substantive  changes  in  the  way  physicians 
are  paid  for  Medicare  services  are  in  the  offing. 

In  the  end,  the  Harvard  RBRVS  may  be  only  an 
element  in  the  changes,  and  perhaps  not  the  most  rad- 
ical one,  judging  by  the  arguments  advanced  in  the 
1988  report  of  the  Commission. 

When  the  dust  finally  settles,  whatever  changes 
emerge  from  the  process  will  have  a profound  impact 
on  American  medicine  — whether  for  good  or  ill  none 
can  say  at  this  juncture.  Not  only  will  the  changes 
directly  affect  the  total  U.S.  health  care  expenditures 
paid  by  the  federal  government  (which  is  all  of  us)  but 
recent  experience  makes  it  highly  probable  that  similar 
restructurings  will  be  seen  in  the  private  sector.  Al- 
ready, HCFA’s  innovations  have  been  widely  imitated 
and  adopted  by  carriers  and  .self-insured  trusts.  As  the 
old  saying  goes,  trade  follows  the  flag. 

Of  course,  there  is  nothing  really  new  about  relative 
value;  it  has  been  around  for  years.  Many  large  insurers 
have  established  their  own  scales  and  even  some  large 
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group  practices  have  adopted  internal  ones,  according 
to  the  Commission. 

In  the  point  of  fact,  HCFA  has  been  imposing  some 
brand-new  relative  value  concepts  already  — notably 
in  declaring  13  procedures  “overvalued.” 

The  first  eight  of  the  “overvalued”  procedures  were 
identified  as;  coronary  artery  bypass  surgery,  total  hip 
replacement,  cataract  extraction  with  intraocular  lens 
implant,  intraocular  lens  insertion,  suprapubic  pros- 
tatectomy, transurethral  resection  of  the  prostate,  di- 
agnostic dilatation  and  curettage,  and  carpal  tunnel 
release. 

To  these  eight  were  subsequently  added  the  follow- 
ing five:  knee  arthroscopy,  knee  replacement,  bron- 
coscopy,  gastrointestinal  endoscopy,  and  pacemaker 
insertion. 

The  Commission  was  responsible  for  declaring  these 
procedures  “overvalued.”  To  do  so  it  had  to  adopt  an 
ad  hoc  relative  value  system.  Its  1988  report  reveals 
how  this  scale  was  hurriedly  jury-rigged  to  comply 
with  the  congressional  demand  for  a quick  and  dirty 
cut  in  Medicare  Part  B expenditures.  How  the  Com- 
mission went  about  the  task  is  interesting  and  perhaps 
instructive.  The  methodology,  as  described  in  the  1988 
report,  might  provide  a vague  preview  of  how  what- 
ever RVS  is  finally  decreed  will  evolve. 

For  the  purposes  of  that  exercise,  the  Commission, 
said: 

“Medicare  relative  values  were  compared  to  exist- 
ing relative  value  scales  that  have  some  of  the  attributes 
of  the  relative  value  scale  that  the  Commission  envi- 
sions as  a part  of  long-term  payment  reform.  This 
eventual  RVS  is  expected  to  be  based  in  part  on  re- 
source costs,  to  reflect  market  conditions,  and  to  have 
substantial  input  from  physicians.” 

Five  relative  value  scales  were  bumped  against  fed- 
eral data  to  produce  the  verdict  of  “overvalued”  for 
the  13  procedures.  The  first  two  of  the  scales  so  em- 
ployed by  the  Commission  were  based  on  schedules 
of  maximum  payments  currently  in  use  by  “two  large 
insurers,”  each  of  which,  the  Commission  said,  was 
developed  “by  the  insurer  with  expert  physician  input 
as  to  appropriate  relative  payment  levels  for  proce- 
dures, based  on  factors  such  as  relative  time,  effort, 
difficulty,  and  skill  required.” 

The  third  RVS  incorporated  in  the  analysis  was 
“based  on  a schedule  of  maximum  payments  devel- 
oped by  physicians  in  a large  group  practice  ...  for 
fee-for-service  reimbursement  under  negotiated  con- 
tracts with  a number  of  insurers.” 

The  fourth  RVS  was  taken  from  the  current  schedule 
of  fees  developed  by  the  Ontario  (Canada)  Medical 
Association,  derived  through  negotiations  by  Ontario 
physicians  for  payment  of  services.  (This  is  of  partic- 
ular concern  because  of  the  interest  expressed  by  the 
Commission  in  the  Canadian  experience,  and  similar 

continued  on  page  12 
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(hydroccxlone  biloitrote  5 mg  [Worning  Moy  De  hobit  forming) 
and  dcelominophen  500  mg) 


INDICATIONSANOUSAGE:  Forthe  relief  of  moderateto  moderately  severe  pain. 
CONTRAINDICATIONS;  Hypersensitivity  to  acetaminophen  or  hydrocodone. 
WARNINGS: 

Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allergic-type  reactions  including  anaphylactic  symptoms  and  life- 
threatening  or  less  severe  asthmatic  episodes  in  certain  susceptible  people. 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonizeci  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS:  Respiratory  Depression). 
Head  Injury  and  Increas^  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intraaanial  pressure.  Furthermore, 
narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotic  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatIc  hypertrophy  or  urethral  stricture.  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind. 
Information  for  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  or  potentially  hazard- 
ous taslu  such  as  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  allnarcotia, 
caution  should  oe  exercised  when  VICODIN  is  used  pcistoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesia,  antipsychotia, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  additive  CNS  depression.  When  combined 
therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  tenefit  justi- 
fies the  potential  risk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  alwap  correlate  with  the  duration  of 
material  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  1.0  mg/kg  q6h,  and  paregoric  2 
to  4 dro(^g  g4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  or  therapy  is  4 to  28  days,  with  the  dosage  decreased  as  tolerated, 
labor  and  Delivery:  As  with  all  narcotia,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  tne  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  exaeted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nuaing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  is  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 

Revised  June,  1987 
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Just  one  part  of 
_ pain  relief  therapy. 

^ VicodirP provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov  ) 1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol"  1975, 
2;  379-92  and  Reuler  JB,  et.  al  The  chronic  pain  syndrome  misconceptions  and 
management  "Ann  Intern  Med"  1980,  93;  588-96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 
24  hours). 

1 Hopkinson  JH  III  Curr  Ther  Res  2^  S03  S16.  19/8 

2 Besvet.WJ  Arch  Intern  Med.  141  293  300,  1981 


hydrocodonp  bitarirate  S mg  (Warning  May  bf*  habit 
forming)  and  acetaminophen  SOO  mg 


The  original  hydrocodone  analgesic 
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COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 
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fascination  expressed  by  Democratic  presidential  can- 
didate Michael  Dukakis,  Senator  Ted  Kennedy,  Con- 
gressman Pete  Stark  and  others.) 

The  fifth  RVS  used  for  the  instant  RVS  was  the 
1985  Hsiao-Braun  study,  the  seminal  work  from  which 
the  1988  Harvard  study  by  Dr.  Hsiao  devolved. 

All  these  assorted  relative  values  were  compared  by 
computer  to  Medicare’s  own  relative  values,  which,  I 
am  led  to  believe,  are  simply  experience  tables.  In- 
terestingly enough,  the  Medicare  RVS  was  compiled 
from  all  1984  Medicare  claims  in  Alabama  and  three 
other  states  (Wisconsin,  Washington  and  Connecticut) 
and,  for  control,  a 5%  national  sample  of  Medicare 
charges  for  1985. 

After  all  these  numbers  were  crunched  and  digested 
by  the  super  computers,  which  scanned  several  hundred 
procedures,  out  popped  the  13  “overvalued”  proce- 
dures. The  government  moves  in  mysterious  ways  its 
wonders  to  perform. 

This  is  how  the  Commission  defines  its  “overval- 
ued” label; 

“A  procedure  is  considered  relatively  ‘overvalued’ 
by  Medicare  if  its  Medicare  relative  value  [again,  the 
experience  data]  is  consistently  higher  than  its  relative 
value  in  the  other  five  relative  value  scales.  That  is, 
its  relative  value  under  Medicare  must  be  higher  than 
in  each  of  the  other  RVSs,  and  substantially  higher 
compared  to  most  of  them.” 

The  Commission  devoted  many  thousands  of  words 
to  discussions  of  “value,”  including  both  the  classical 
views  of  Adam  Smith  and  modem  views.  It  pays  lip 
service  to  the  concept  that,  in  most  economic  systems 
under  a free  society,  value  is  determined  by  the  con- 
sumer — in  other  words,  by  the  demand  side,  not  the 
supply  side. 

In  an  efficient  market,  the  Commission  says,  the 
value  so  determined  would  be  real,  as  economic  reality 
is  reckoned.  But  the  health  care  market  is  not  efficient. 
It  produces  artificial  value,  the  Commission  reasoned. 
Therefore,  it  becomes  the  duty  of  Washington  to  make 
the  market  efficient  by  imposing  on  it,  using  expert 
opinion  from  physicians  and  economists,  a scale  “of 
what  relative  values  would  be  under  a hypothetical 
market  that  functions  perfectly.” 

Historical  charge-based  scales,  those  that  owe  more 
to  tradition  than  to  market  precision,  skew  and  distort 
values,  the  Commission  said. 

Sometimes  the  rationale  for  a new  value  system  gets 
a bit  too  metaphysical  for  my  tastes.  But  that  the  Com- 
mission is  determined  to  carry  out  its  congressional 
mandate,  to  recommend  a revolution  in  the  way  phy- 
sician services  are  valued  and  reimbursed,  there  can 
be  little  doubt.  A few  random  comments  from  the  321- 
page  1988  Commission  report  will  suffice  to  illustrate 
this  high  resolve; 

“When  a service  provided  by  two  physicians  is  es- 
sentially the  same,  the  payment  should  be  the  same.” 


“The  fees  assigned  to  services  influence  the  way 
that  codes  are  used.  In  particular,  codes  that  are  de- 
fined clearly  and  implemented  consistently  may  be 
subject  to  inappropriate  use  if  there  are  substantial 
differences  in  payments  for  services  that  are  similar 
in  actual  value  [emphasis  supplied].  Traditionally,  this 
has  been  considered  a coding  issue.  . . . However,  it 
is  more  accurately  a problem  in  relative  values.  . . .” 
* * * 

“A  conversion  factor  transforms  a relative  value 
scale  into  a fee  scale  in  dollars  for  service.  The  level 
of  the  conversion  factor  will  determine  projected  ex- 
penditures for  physicians  services,  given  an  expected 
volume  of  services.  The  Congress  could  set  the  initial 
conversion  factor  to  budget  neutral  — that  is,  so  that 
the  projected  level  of  expenditures  under  the  fee  sched- 
ule [would  be]  equal  to  the  amount  that  would  have 
been  spent  under  the  old  payment  system  — or  to 
increase  or  decrease  projected  expenditures.” 

“Physicians  currently  accept  assignment  for  almost 
three-fourths  of  Medicare  claims,  yet  the  cost  to  ben- 
eficiaries of  the  extra  billing  on  unassigned  claims  was 
nearly  $2.5  billion  in  1987.  The  Commission  is  con- 
cerned about  beneficiary  financial  liability  under  Part 
B.  ...  It  is  therefore  examining  evidence  on  the  ef- 
fects of  the  current  balance  billing  policy  and  review- 
ing options  [to]  determine  what  policies  would  be  ap- 
propriate to  accompany  a fee  schedule.” 

* * * 

“While  most  services  provided  to  Medicare  bene- 
ficiaries are  of  substantial  benefit,  some  are  unnec- 
essary and  others  provide  only  a very  small  benefit 
despite  substantial  costs.  The  challenge  . . . is  to  iden- 
tify and  . . . reduce  the  services  of  least  benefit.” 

* * * 

“The  Commission  has  also  begun  to  . . . develop 
a more  comprehensive  strategy  to  reduce  services  of 
least  benefit  to  patients  [including]  practice  guide- 
lines . . . developed  through  a consensus  of  expert 
physicians.  Guidelines  can  also  provide  a sound  clin- 
ical basis  for  utilization  review.  . . . This  method  is 
now  being  used  in  several  projects.” 

* * * 

“.  . . Further  controls  on  the  price  of  physicians’ 
services  will  by  themselves  be  of  only  limited  effec- 
tiveness in  moderating  the  increase  in  expendi- 
tures. . . . Much  of  the  recent  rapid  growth  in  phy- 
sician spending  can  be  attributed  to  an  increase  in  the 
volume  of  services,  suggesting  that  payment  reform 
must  focus  equally  on  setting  appropriate  payments 
and  developing  methods  to  improve  the  appropriate 
use  of  services.  The  Commission  is  developing  an 
integrated  strategy  directed  at  these  policy 
goals.  . . . Changes  in  payment  policy  must  be  cou- 
pled with  efforts  to  encourage  more  appropriate  use 
of  services.” 
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I “A  fee-for-service  payment  system  encourages  the 
I provision  of  services,  even  those  of  minimal  benefit 
to  the  patient.” 

* * * 

“The  Commission  is  particularly  concerned  with 
limiting  the  responsibility  of  beneficiaries  for  charges 
in  excess  of  what  Medicare  allows.” 

* * * 

' “The  Commission  concluded  that  Medicare’s  ex- 
isting customary,  prevailing  and  reasonable  (CPR) 
j method  of  paying  physicians  was  sufficiently  flawed 
I that  it  should  be  replaced  by  a fee  schedule.  The  CPR 
I method  has: 

j “•  Encouraged  fee  inflation  and  excessive  use  of 
I services; 

1 “•  Resulted  in  distorted  prices  that  have  led  to  in- 

appropriate patterns  of  medical  care  and  inequities 
j among  physicians;  and 

I “•  Become  administratively  complex  and  difficult 
! for  both  physicians  and  beneficiaries  to  understand.” 

* * sk 

“The  inherent  inflationary  nature  of  fee  for  service 
requires  more  than  adjustments  in  relative  prices  to 
check  incentives  for  increased  use.” 

* * * 

“Over  40%  of  the  [recent]  increases  are  the  result 
of  rising  volume  of  services  per  enrollee.” 

* * * 

“If  you  read  between  these  lines,  as  I tried  to  do, 
I think  you  will  conclude  that  while  the  Commission 
is  interested  in  relative  value  reforms,  it  is  primarily 
concerned  with  beneficiaries’  needs,  not  physicians’, 
and  is  highly  resolved  to  stop  or  substantially  reduce 
what  it  perceives  to  be  a huge  misappropriation  of 
money  for  marginal  and/or  inappropriate  treatment. 

If  and  when  some  kind  of  RBRVS  goes  into  effect, 
I would  expect  it  to  be  only  one  element  in  a smor- 
gasbord of  strategies  to  cut  services. 

The  clearly  implied  Congressional  mandate  to  the 
Commission  was,  after  all,  to  undertake  a draconian 
reduction  in  Part  B expenditures. 

Those  who  see  only  the  relative  value  reforms  may 
be  duped  by  all  to  familiar  diversionary  tactics. 

The  Commission  makes  it  plain  that  its  first  obli- 
I gation  is  to  relieve  the  burdens  of  taxpayers  and  ben- 
I eficiaries.  Physicians  payment  reform  fits  in  primarily 
because  it  will  be  one  of  the  invaluable  tools  in  rach- 
I eting  down  intensity  of  services  and  perceived  fee  in- 
I flation. 

To  that  extent,  the  Commission’s  support  for  pay- 
I ment  equity  may  be  another  case  of  making  a virtue 
! of  necessity.  If  all  of  organized  medicine’s  guns  are 
trained  on  the  RBRVS,  to  the  exclusion  of  the  rest  of 
what  may  well  be  a formidable  array  of  weapons  in 


the  hands  of  the  feds,  we  could  win  the  battle  but  lose 
the  war. 

What  concerns  me  most  is  that  medicine’s  voice 
will  be  fragmented  in  a Tower  of  Babel  over  relative 
value  details,  exhausting  all  our  energies  and  resources 
on  this  issue  while  neglecting  what  may  well  be  far 
more  important  details  of  the  coming  offensive  against 
fee  for  service  medicine. 

A half-million  physicians  standing  together  have  far 
more  clout  in  Washington  than  Balkanized  lobbying 
efforts  by  individual  specialties  for  respective  favor- 
itism. As  was  said  in  the  difficult  early  days  of  the 
American  revolution,  “We  must  hang  together  or  most 
assuredly  we  will  hang  separately.” 

Divide  and  conquer  is  as  old  as  government.  Al- 
though I know  that  there  are  many  points  of  legitimate 
difference,  I hope  we  can  remain  united  in  this  im- 
portant campaign  ahead.  0 


Just  What  the  Doctor  Ordered 


IVS 

IV  SERVICES 


IV  Nutrition  Therapy  (TPN)  - IV  Antibiotic  Therapy 
IV  & Epidural  Analgesia  Therapy 
Enteral  Tube  Feedings  - Home  Infant  Photo  Therapy 
Home  IV  Therapy  by  Qualified  Staff 
Family/Patient  Instruction  and  Training 
All  Required  Supplies  - 24  Hour  Emergency  Service 
Home  Health  Agency  Referral 
Direct  Third  Party  Billing 


Corporate  Headquarters  042  Peachtree  St.,  Prattville.  AL  36067 
(205)361-1370  Answering  Service  (205)293  0934 
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If  people  doiiit  pay  you 
donit  get  mad. 


Get  even. 

If  you're  billing  people  who 
persist  in  not  paying,  you  have 
every  reason  to  be  upset.  After  all, 
you  worked  hard  for  that  money, 
and  you  deserve  satisfaction. 

The  collection  specialists  at 
I.C.  System  will  see  that  you  get  it. 

And  should  anyone  persist 
in  not  paying  you,  we'll  see  that 
you  get  justice.  For  instance,  by 
reporting  the  account  information 
to  the  national  credit  reporting 
services,  we  could  impact  a delin- 
quent debtor's  ability  to  get  credit 
for  up  to  seven  years. 

First  and  foremost,  however, 
I.C.  System  promises  results.  In 
fact,  our  work  is  endorsed  by  over 
1,200  professional  and  trade  asso- 
ciations, including  yours.  And 
although  we're  headquartered  in 
St.  Paul,  we  have  communication 
centers  in  every  state  of  the 
union. 

We'll  assign  a local  I.C. 
representative  to  your  account 
who  will  be  supported  by  a full 
range  of  collection  services  and 
personnel,  including  carefully- 
trained  telephone  contact  special- 
ists. We'll  even  provide  training 
on  how  to  use  our  service  for  the 
person (s)  in  your  office  handling 
accounts  receivable. 

But  most  important,  we 


guarantee  results.  Our  fee  struc- 
ture combines  a very  competitive 
commission  rate  with  a retainer 
(corporate  or  standard)  scaled 
to  your  needs.  And  we  guarantee 
to  keep  collecting  for  as  long  as  it 
tal^es  to  recover  at  least  ten  times 
the  amount  of  that  retainer. 

To  find  out  how  the  I.C.  System 
approach  can  work  for  you,  call 
toll  free  (800)  443-4123,  ext.  621.  In 
Minnesota,  call  (612)  483-8201, 
ext.  621.  Or  return  the  coupon. 

HftlC.  Sv^tem 

The  System  J Works? 


I I want  to  recover  the  money  i 

I that's  owed  me.  Please  provide  me  | 

I with  information  on  the  I.C.  | 

I System  approach.  | 

I Name I 

Title 

' Firm ' 

I Address I 

I City I 

I State Zip I 

I Telephone  number i 

I .3384-1  I 

I Mail  to:  I.C.  System,  Inc.  I 

I 444  East  Highway  96,  PO.  Box  64639  | 

I St.  Paul,  Minnesota  .S,SI64-06.^9  i 

I I 
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1 ARMY  RESERVE  MEDICAL  PROFILE  N oTl 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular); Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  LJ.S.A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 

#/  The  caliber  of  physicians  you  meet  in  the  Aurmy 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steriing'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Pulvules*® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  inltuemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOR  should  BE  administered  cautiously  to  penicillin- 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it, 

• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

• Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

• Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

• Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

• Gastrointestinal  (mostly  diarrheal  2 5% 

• Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

• Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever).  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dimness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  In  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs’  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly)  loeioaeii 

Additional  information  available  from  rni  2351  ai^p 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  4S285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 
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Sickle  Gene  Frequency  in  a 
Southcentral  Alabama  Family 
Medical  Program 

Charles  M.  Carr,  M.D.* 

Kirit  D.  Chapatwala,  Ph.D.* 


Abstract 

Preliminary  studies  on  sickle  cell  screening 
in  Selma,  Alabama,  revealed  a hemoglobin-AS 
frequency  of  16%,  compared  to  the  national 
average  of  8%.  This  study  found  an  interme- 
diate frequency  of  10.4%  in  a family  medicine 
center  of  a residency  program.  The  impor- 
tance of  sickle  gene  detection  and  counseling 
of  trait  victims  is  stressed. 


Introduction 

Sickle  cell  anemia  (hemoglobin-SS)  is  a clinically 
recognizable  disease,  whereas  sickle  cell  trait 
(hemoglobin-AS)  is  clinically  silent.  Sickle  hemoglo- 
I bin  is  genetically  determined  and  it  passes  from  parent 
to  child  in  classic  Mendelian  style.  The  incidence  of 
I sickle  cell  trait  varies  among  Blacks  in  North  America, 
j The  average  hemoglobin-AS  gene  frequency  is  8%,''  ^ 
1 but  a value  of  13.4%  has  been  reported  in  South  Car- 
I olina.^  At  a two  day  community  supported  health  fair 
in  Selma,  Alabama,  a sickle  cell  gene  frequency  of 
16%  was  reported."*  A subsequent  study  of  this  same 
population  showed  a sickle  gene  frequency  of  12.4%.’ 


• From  the  UAB  Family  Medicine  Residency  Program.  Selma,  Alabama,  and  ihe 
Tri-County  Southwest  Alabama  Sickle  Cell  Anemia  Association.  Incorporated.  Re- 
quests for  reprints  should  be  addressed  to  Charles  M.  Carr.  M D..  University  of 
Alabama  in  Selma.  429  Lauderdale  Street,  Selma,  AL  36701. 


The  purpose  of  this  study  was  to  determine  the  prev- 
alence of  the  sickle  gene  at  the  Selma  Family  Medicine 
Center  and  to  initiate  a pilot  genetic  counseling  pro- 
gram. 

Materials  and  Methods 

For  thirty  days  black  patients  who  came  to  the  Selma 
Family  Medicine  Center  were  asked  to  participate  in 
this  study.  The  method  and  purpose  were  carefully 
explained  to  each  patient  by  a staff  nurse.  Each  par- 
ticipant was  asked  to  sign  a consent  form  and  to  con- 
tribute a blood  specimen. 

The  nurses  performed  fingersticks  in  the  examina- 
tion rooms  and  collected  the  capillary  blood  on  filter 
paper.  The  specimens  were  allowed  to  dry  and  then 
were  batched  for  analysis. 

One  hundred  twenty-five  patients  were  tested.  The 
age  range  was  one  to  eighty-nine  years.  There  were 
36  males  (28.8%)  and  89  females  (71.2%). 

Preparation  and  Analysis  of  Sample 

Hemolysate  was  prepared  from  dried  blood  filter 
paper  using  water  and  carbon  tetrachloride.*  The  he- 
molysate was  submitted  to  electrophoresis  by  standard 
techniques.’’" 

Counseling 

Those  patients  with  an  abnormal  hemoglobin  were 
contacted  and  asked  to  come  to  the  Center  for  an  in- 
dividual genetic  counseling  session.  Counseling  skills 
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were  taught  to  the  residents  and  faculty  by  an  expe- 
rienced sickle  cell  counselor.  The  Education  Coordi- 
nator for  the  Residency  Program  took  additional  train- 
ing at  a one  day  seminar.  Visual  aids  were  used  to 
explain  the  transmission  of  the  sickle  gene.  The  pa- 
tient's understanding  of  the  genetic  process  was  as- 
sessed at  the  conclusion  of  each  counseling  session. 
When  the  level  of  understanding  was  inadequate  the 
material  was  presented  again  or  explained  to  a relative. 
The  counselor  then  invited  the  patient  to  bring  all  his 
children  and  siblings  to  Selma  University  for  a free 
sickle  screening  test. 


TABLE  1 

The  Results  of  Hemoglobin  Analysis  of  a Black  Population 
at  the  Family  Medicine  Center  in  Selma,  Alabama 


Hemoglobin 

Type 

Percent  at  the 
Family 

Medicine  Center 

Percent  at 
Selma  Screen 
Program^ 

Percent  in 
The  USA'-^ 

Al 

88.0 

83.29 

90.00 

AS 

10.4 

12.39 

8 

SS 

0.8 

0.29 

0.16 

AF 

0.8 

0.58 

0.1 

Results  and  Discussion 

There  were  thirteen  cases  of  hemoglobin- AS  (10.4%) 
in  this  population.  Table  1 shows  the  hemoglobin  var- 
iants compared  with  other  similar  studies. 

The  sickle  cell  gene  frequency  at  the  family  Med- 
icine Center  was  higher  than  the  national  average  but 
lower  than  the  frequency  in  the  Selma  Community. 

Only  two  patients  had  adequate  knowledge  of  their 
hemoglobin  status  prior  to  testing.  Attempts  to  arrange 
followup  contacts  with  the  thirteen  patients  with  an 
abnormal  hemoglobin  were  successful  in  only  eight 
cases.  When  contact  could  be  made  the  patients  were 
willing  to  come  to  the  center  for  genetic  counseling. 
None  of  the  patients  took  advantage  of  the  invitation 
to  have  their  family  members  tested  in  the  community 
program. 

Previous  reports  of  sickle  cell  screening  programs 
have  cited  problems  with  unsuccessful  notification  of 
participants  having  the  sickle  trait"  and  with  laboratory 
standards.'^  Notification  was  a problem  in  this  study, 


but  the  laboratory  standards  were  carefully  controlled 
as  part  of  the  larger  community  program. 

Although  detection,  notification,  and  counseling  of 
patients  with  sickle  cell  trait  is  time  consuming,  it  is 
an  important  duty  for  the  Family  Physician.  This  is 
especially  true  in  an  area  where  the  sickle  gene  fre- 
quency is  higher  than  the  national  average.  It  is  im- 
portant to  provide  an  accurate  diagnosis  and  skillful 
genetic  counseling."  '^ 

Physicians  in  southcentral  Alabama  should  be  ag- 
gressive in  ordering  hemoglobin  electrophoreses  and 
in  educating  young  black  people  about  the  sickle  trait. 
The  Selma  Residency  program  now  places  greater  em- 
phasis on  hemoglobin  analysis  and  genetic  counseling. 
We  have  modified  our  notification  data  base  to  include 
the  name  of  a first  degree  relative  and  a friend  or  fellow 
employee  with  an  operative  telephone. 
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lOut  Of  Every  4 Medic  Computer  Systems 
Is  Bought  to  Replace  Another  System. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes.The  distributor  went  out  of 
business.The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through,with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  tocoast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay 
with,call  Medic.Specialists  in  computer 
systems  for  America’s  medical  community. 

[Please  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 

Name i 

I Address I 

City State Zip 

I Phone  ( ) Number  of  physicians  in  practice | 

I Specialty I 

I Medic  Computer  Systems  i 

8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NC  27615  to  88  AM 


medit 

computer  systems 


Texas  ^ 
Instruments 


coMPuTw,  pnonuc1^ 
nUTHOMXD 
SM£S 


8601  Six  Forks  Rd.,  Suite  300,  Raleigh,  NC  27615, 919-847-8102.  In  NC  Call:  1-800-877-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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A Community  Perspective 

LeRoy  F.  Harris,  M.D.* 


41 


Abstract 

Bacterial  meningitis  is  a true  medical  emer- 
gency which  demands  the  ultimate  in  diagnos- 
tic and  therapeutic  skills.  We  discuss  the  epi- 
demiology, clinical  manifestations,  diagnosis, 
treatment  and  outcome  of  this  infection  and 
compare  our  cases  of  bacterial  meningitis  in 
adults  from  a single  community  with  previous 
series. 


Bacterial  meningitis  is  a true  medical  emergency 
which  demands  the  ultimate  in  diagnostic  and 
therapeutic  skills.  Uniformly  fatal  if  untreated,  bac- 
terial meningitis  is  associated  with  a 20  to  70  percent 
mortality  rate  in  the  antibiotic  era.'  In  addition  most 
review  articles  about  bacterial  meningitis  emanate  from 
medical  school  affiliated  or  tertiary  care  hospitals^'^ 
and  their  applicability  to  community  hospitals  is  un- 
known. We  review  our  experience  with  bacterial  men- 
ingitis in  adults  from  the  hospitals  of  a single  com- 
munity to  remind  physicians  of  this  medical  emergency 
and  to  compare  our  cases  with  previous  series. 

Patients  and  Methods 

We  reviewed  the  charts  of  all  patients  16  years  and 
older  discharged  from  the  three  community  hospitals 

* Clinical  Associate  Professor  of  Medicine.  School  of  Primary  Medical  Care, 
University  of  Alabama  in  Huntsville,  Suite  A,  101  Bob  Wallace,  Huntsville,  Alabama 
35801. 


of  Huntsville,  Alabama,  with  a diagnosis  of  bacterial 
meningitis  for  the  seven  year  period,  1981-1987,  in- 
clusive. Only  those  patients  from  whose  cerebrospinal 
fluid  a significant  pathogen  was  isolated  were  in- 
cluded. Bacterial  antigens  (of  Streptococcus  pneu- 
moniae, group  B streptococcus.  Neisseria  meningitidis 
and  Hemophilus  influenzae  type  B)  and  endotoxin  (of 
gram-negative  organisms)  were  detected  by  a rapid 
bacterial  antigen  agglutination  test  (Directogen®,  BBL, 
Cockeysville,  Maryland). 
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Results 

Table  1 describes  the  clinical  features  of  20  cases 
of  bacterial  meningitis.  The  patients  ranged  in  age  from 
26  to  82  years  and  averaged  54  years.  There  was  a 
3:2  male  predominance.  Predisposing  factors  to  the 
development  of  meningitis  were  encountered  in  all  but 
four  patients  and  included  sinusitis,  central  nervous 
system  trauma,  central  nervous  system  surgery  and 
corticosteroid  administration  (three  patients  each),  oti- 
tis media  (two  patients)  and  diabetes  mellitus,  uremia 
with  hemodialysis,  myelogram,  cerebrospinal  fluid 
shunt  and  lung  cancer  (one  patient  each).  Symptom- 
atology of  meningitis  consisted  of  fever  (70%  of  cases), 
headache  (60%),  altered  mental  status  (50%),  men- 
ingismus  (20%),  seizure  (10%)  and  vomiting  and  an- 
orexia (5%  each).  The  maximum  temperature  on  the 
day  meningitis  was  diagnosed  extended  from  99.2  to 
106°  F with  a mean  of  102.6°  F.  Seventy  percent  of 
the  cases  were  community  acquired  while  30%  were 
nosocomial  in  origin. 
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TABLE  1 


Bacterial  Meningitis  — Clinical  Features 


Case 

No. 

AgelSex 

(Years) 

Predisposing  factor 

Symptomatology 

T max 

(°F) 

Community! 

Nosocomial 

Acquired 

1 

68  M 

Otitis  media 

Fever,  AMS 

101.6 

Community 

2 

34  F 

None 

Fever,  AMS,  seizure 

104.8 

Community 

3 

82  F 

Otitis  media 

AMS,  seizure 

105.2 

Community 

4 

49  M 

None 

AMS,  headache 

102.3 

Community 

5 

43  M 

CNS  trauma,  sinusitis 

Fever,  headache 

104.4 

Nosocomial 

6 

37  M 

Sinusitis 

Headache,  meningismus 

100.4 

Community 

7 

26  F 

Sinusitis 

Fever,  AMS 

103.8 

Community 

8 

67  F 

None 

Fever,  AMS,  headache 

106 

Community 

9 

70  M 

Corticosteroids 

Fever,  vomiting 

102.9 

Community 

10 

74  F 

Corticosteroids 

Fever,  AMS,  headache 

103.5 

Community 

11 

64  M 

Diabetes  mellitus 

Fever,  AMS,  headache 

101.5 

Community 

12 

54  F 

Uremia,  hemodialysis 

Headache,  anorexia 

104.4 

Community 

13 

65  M 

None 

Headache,  meningismus 

99.2 

Community 

14 

54  F 

Myelogram 

Fever,  headache,  meningismus 

102.4 

Nosocomial 

15 

28  M 

CNS  trauma  and  surgery 

Fever,  AMS 

101.6 

Nosocomial 

16 

28  F 

CSF  shunt 

Fever,  headache 

99.2 

Community 

17 

53  M 

Lung  cancer 

Fever,  AMS,  meningismus 

102.4 

Nosocomial 

18 

73  M 

CNS  surgery 

Headache 

102 

Nosocomial 

19 

53  M 

Corticosteroids 

Fever,  AMS,  headache 

102.8 

Community 

20 

68  M 

CNS  trauma  and  surgery 

Fever 

102.6 

Nosocomial 

Note:  T max  = maximum  temperature  on  day  meningitis  diagnosed,  AMS  = altered  mental  status,  CNS  = central  nervous  system,  CSF  = cerebrospinal  fluid. 


Table  2 lists  the  laboratory  values  of  20  cases  of 
bacterial  meningitis.  The  organisms  isolated  from 
cerebrospinal  fluid  comprised  Streptococcus  pneu- 
moniae (35%  of  cases),  Listeria  monocytogenes  (20%), 
alpha  streptococcus  (15%),  Staph  epidermidis  (15%) 
and  Staph  aureus,  Escherichia  coli  and  Pseudomonas 
aeruginosa  (each  5%).  The  mean  leukocyte  count  on 
or  nearest  to  the  day  meningitis  was  diagnosed  was 
I 19,768  cells  per  cu  mm  with  a range  from  5,400  to 
35,900  cells  per  cu  mm.  Cerebrospinal  fluid  meas- 
urements included  the  following:  leukocyte  count  (range 
12  to  13,000  cells  per  cu  mm,  mean  2,939  cells  per 
cu  mm),  protein  (range  46  to  1,730  mg  per  dl,  mean 
467  mg  per  dl)  and  glucose  (range  2 to  140  mg  per 
dl,  mean  41  mg  per  dl).  The  gram  stain  of  cerebro- 
spinal fluid  correctly  identified  the  organism  in  50% 
of  cases.  The  gram  stain  was  highly  predictive  of  pneu- 
mococcal infection  (identified  86%  of  cases)  and  was 
very  inaccurate  for  L.  monocytogenes  meningitis 
(missed  75%  of  cases)  and  gram-negative  (E.  coli  and 
P.  aeruginosa)  infections  (failed  to  detect  both  cases). 
A rapid  bacterial  antigen  agglutination  test  yielded  true 
I positive  or  true  negative  results  in  73%  of  the  cases 
I on  which  it  was  performed  but  in  no  case  did  the  test 
provide  a positive  result  which  was  not  discovered  by 
gram  stain  of  cerebrospinal  fluid. 

Table  3 reports  the  treatment  and  outcome  of  20 
j cases  of  bacterial  meningitis.  All  patients  received  at 
least  14  days  of  intravenous  antibiotics,  most  com- 
monly ampicillin  or  penicillin.  Other  antimicrobial 
agents  administered  consisted  of  chloramphenicol. 


vancomycin,  nafcillin,  cefotaxime,  ceftriaxone,  pi- 
peracillin and  tobramycin.  Oral  rifampin  and  intra- 
ventricular gentamicin  were  utilized  in  one  patient  each, 
respectively.  Four  patients  died  for  a 20%  mortality 
rate  and  morbidity  comprising  a convulsive  disorder, 
dysarthria,  paraparesis,  hemiparesis,  paraplegia,  deaf- 
ness and  coma  occurred  in  25%  of  cases. 

Discussion 

Recent  epidemiologic  data  indicate  that  20,000  to 
25,000  cases  of  bacterial  meningitis  occur  yearly  in 
the  United  States  with  approximately  three  fourths  ap- 
pearing in  children  younger  than  12  years.  The  three 
pathogens  which  cause  over  80%  of  cases  are  He- 
mophilus influenzae  (48.3%),  Neisseria  meningitidis 
(19.6%)  and  Streptococcus  pneumoniae  (13.3%).^  The 
etiology  of  bacterial  meningitis  is  strongly  associated 
with  the  age  of  the  patient.  In  neonates  and  infants 
Escherichia  coli,  group  B streptococcus  and  Listeria 
monocytogenes  predominate  while  H.  influenzae,  N. 
meningitidis  and  S.  pneumoniae  are  most  common  in 
children.  5.  pneumoniae  and  N.  meningitidis  most  fre- 
quently are  isolated  from  adults  and  5.  pneumoniae, 
gram-negative  bacilli  and  L.  monocytogenes  are  re- 
ported most  often  in  the  elderly.'  In  our  series  5.  pneu- 
moniae was  the  leading  pathogen  followed  by  L.  mon- 
ocytogenes, alpha  streptococcus  and  Staph  epidermidis 
with  single  cases  due  to  Staph  aureus,  E.  coli  and 
Pseudomonas  aeruginosa. 

Certain  predisposing  factors  are  correlated  with  the 
agent  causing  bacterial  meningitis.  Pneumococcal, 
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TABLE  2 

Bacterial  Meningitis  — Laboratory  Values 


Cerebrospinal  Fluid 


Case 

No. 

Organism 

Peripheral  WBC 
(cells! cu  mm) 

WBC 

(cells! cu  mm) 

Protein 

(mg!dl) 

Glucose 

(mg!dl) 

Gram  stain 

RBAAT 

1 

Streptococcus  pneumoniae 

26,820 

207 

1330 

4 

G -1-  cocci 

Pneumococcus 

2 

Streptococcus  pneumoniae 

20,680 

833 

490 

2 

G -t-  cocci 

— 

3 

Streptococcus  pneumoniae 

15,200 

943 

1730 

9 

G -f  cocci 

Negative 

4 

Streptococcus  pneumoniae 

12,300 

8,200 

126 

37 

G -1-  cocci 

— 

5 

Streptococcus  pneumoniae 

27,700 

4,580 

207 

23 

G -1-  cocci 

Negative 

6 

Streptococcus  pneumoniae 

28,200 

13,000 

262 

19 

Negative 

Negative 

7 

Streptococcus  pneumoniae 

34,200 

12 

780 

11 

G -1-  cocci 

Pneumococcus 

8 

Listeria  monocytogenes 

11,400 

1,300 

242 

78 

Negative 

Negative 

9 

Listeria  monocytogenes 

20,400 

269 

519 

140 

G -1-  bacilli 

Negative 

10 

Listeria  monocytogenes 

25,200 

1,800 

396 

19 

Negative 

Negative 

11 

Listeria  monocytogenes 

16,700 

1,000 

306 

98 

Negative 

Negative 

12 

Alpha  streptococcus 

11,400 

5,120 

184 

48 

Negative 

Negative 

13 

Alpha  streptococcus 

35,900 

3,000 

490 

5 

Negative 

Negative 

14 

Alpha  streptococcus 

12,800 

2,740 

186 

39 

G -1-  cocci 

Negative 

15 

Staph  epidermidis 

5,400 

24 

1014 

82 

Negative 

Negative 

16 

Staph  epidermidis 

13,800 

16 

— 

— 

G -1-  cocci 

— 

17 

Staph  epidermidis 

29,400 

428 

186 

85 

Negative 

— 

18 

Staph  aureus 

11,820 

3,620 

210 

18 

G -1-  cocci 

Negative 

19 

Escherichia  coli 

14,940 

10,450 

169 

24 

Negative 

Negative 

20 

Pseudomonas  aeruginosa 

21,100 

1,240 

46 

32 

Negative 

— 

Note:  Peripheral  WBC=  leukocyte  count  on  or  nearest  to  day  meningitis  diagnosed,  cerebrospinal  fluid,  WBC  = cerebrospinal  fluid  leukocyte  count,  RBAAT 
= rapid  bacterial  antigen  agglutination  test,  G = gram. 


TABLE  3 


Bacterial  Meningitis  — Treatment  and  Outcome 


Case 

No. 

Treatment 

Outcome 

1 

Ampicillin 

Survived 

2 

Penicillin 

Survived,  convulsive 
disorder,  dysarthria 

3 

Penicillin, 

chloramphenicol 

Died 

4 

Penicillin 

Survived,  paraparesis 

5 

Penicillin 

Survived 

6 

Penicillin 

Survived 

7 

Ampicillin 

Survived,  hemiparesis, 
deafness 

8 

Ampicillin 

Survived 

9 

Ampicillin 

Died 

10 

Ampicillin 

Died 

11 

Ampicillin 

Survived 

12 

Ampicillin 

Survived 

13 

Ampicillin 

Survived 

14 

Penicillin 

Survived 

15 

Vancomycin,  rifampin 

Survived,  paraplegia 

16 

Nafcillin 

Survived 

17 

Cefotaxime 

Died 

18 

Nafcillin 

Survived 

19 

Ceftriaxone 

Survived 

20 

Piperacillin,  tobramycin, 
gentamicin 
(intraventricular) 

Survived,  coma 

meningococcal  and  H.  influenzae  meningitis  may  fol- 
low pharyngitis,  otitis  media  or  sinusitis.  Recent  cen- 
tral nervous  system  trauma  predisposes  to  pneumo- 
coccal meningitis  while  more  remote  trauma  as  well 
as  central  nervous  system  surgery  may  be  succeeded 
by  Staph  aureus  and  gram-negative  bacillary  menin- 
gitis. Patients  who  are  immunosuppressed  are  subject 
to  L.  monocytogenes  meningitis  and  pneumococcal 
meningitis  may  occur  in  patients  with  alcoholism,  mul- 
tiple myeloma  or  sickle  cell  anemia  or  who  have  under- 
gone splenectomy.  Finally,  meningitis  caused  by  Staph 
epidermidis  frequently  complicates  patients  with  a 
cerebrospinal  fluid  shunt. Predisposing  factors  to 
bacterial  meningitis  in  our  patients  included  otitis  me- 
dia and  sinusitis  (pneumococcal  meningitis),  cortico- 
steroid administration  and  diabetes  mellitus  (L.  mon- 
ocytogenes and  E.  coli  meningitis),  uremia  with 
hemodialysis  and  myelogram  (alpha  streptococcus 
meningitis)  and  central  nervous  system  trauma  and 
surgery,  cerebrospinal  fluid  shunt  and  lung  cancer 
(Staph  epidermidis,  Staph  aureus,  E.  coli  and  Ps. 
aeruginosa  meningitis). 

The  clinical  manifestations  of  bacterial  meningitis 
are  varied.  Fever,  headache,  altered  mental  status  and 
vomiting  are  noted  in  the  majority  of  patients  and 
classic  findings  of  meningeal  irritation  consisting  of 
nuchal  rigidity  and  Kernig  and  Brudzinski  signs  are 
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observed  in  over  80%  of  cases.  Less  common  pres- 
entations comprise  back,  neck  or  abdominal  pain,  sei- 
zures and  focal  neurologic  abnormalities  such  as  cra- 
nial nerve  palsies  and  hemiparesis.  In  the  elderly 
confusion  or  change  in  personality  may  be  the  only 
expression  of  bacterial  meningitis. ^ In  our  series 
fever,  headache  and  altered  mental  status  were  also 
the  most  frequently  documented  clinical  parameters 
but  meningismus  was  recognized  in  only  20%  of  pa- 
tients. 

Certain  epidemiologic  and  clinical  features  of  bac- 
terial meningitis  may  help  to  indicate  involvement  by 
a given  organism.  Pneumococcal  meningitis  com- 
monly occurs  at  the  two  extremes  of  age  and  frequently 
presents  with  coma  and  seizures.  Pneumococcal  men- 
ingitis also  is  distinguished  from  other  etiologies  of 
bacterial  meningitis  by  its  tendency  to  recur  repeat- 
edly. Meningococcal  meningitis  may  appear  in  epi- 
demics as  well  as  sporadic  cases.  Patients  may  exhibit 
an  aggressive  behavior  and  petechiae  may  be  detected 
on  the  skin  and  conjunctivae.**  Listeria  meningitis  has 
a predilection  for  the  very  young,  the  elderly,  im- 
munocompromised hosts  and  alcoholics  and  a char- 
acteristic finding  is  the  appearance  of  coarse  tremors, 
cerebellar  ataxia  and  fasiculations.^ 

Bacterial  meningitis  is  diagnosed  only  when  it  is 
suspected  and  it  should  be  considered  in  all  febrile 
patients  with  evidence  of  meningeal  irritation  or  altered 
mental  status.  The  diagnosis  is  suggested  by  typical 
cellular  and  chemical  alterations  of  the  cerebrospinal 
fluid  and  confirmed  by  microbiologic  evaluation.  In 
patients  without  papilledema  or  focal  cerebral  defects 
an  immediate  lumbar  puncture  should  be  performed 
while  in  patients  with  such  abnormalities  a brain  CT 
scan  should  be  obtained  prior  to  lumbar  puncture  to 
exclude  a mass  lesion.  Cerebrospinal  fluid  should  be 
submitted  for  cell  count  and  differential,  protein  and 
glucose  level  determinations,  microbiologic  stains  and 
cultures  and,  if  required,  antigen  detection  of  certain 
meningeal  pathogens.  Simultaneous  blood  cultures  also 
should  be  obtained.'®  In  general,  the  cerebrospinal  fluid 
of  patients  with  bacterial  meningitis  reveals  the  fol- 
lowing abnormalities;  leukocyte  count  100  to  1000 
cells  per  cu  mm  with  greater  than  70%  polymorpho- 
nuclear forms,  protein  level  in  excess  of  100  mg  per 
dl  and  glucose  value  less  than  40  mg  per  dl.  Organisms 
are  identified  by  gram  stain  of  cerebrospinal  fluid  in 
approximately  90%  of  cases  of  bacterial  meningitis 
but  this  drops  to  60%  in  patients  who  have  received 
prior  antimicrobial  therapy.''  For  such  patients  antigen 
determination  of  specific  meningeal  pathogens  may  be 
useful.'  The  cerebrospinal  fluid  of  our  patients  dis- 
closed higher  leukocyte  counts  and  a lower  rate  of 
organism  identification  by  gram  stain  than  usually 
found.  In  no  case  did  antigen  detection  yield  positive 
results  which  were  not  discovered  by  gram  stain. 

The  treatment  of  bacterial  meningitis  includes  three 


important  principles.  First,  antibiotic  therapy  should 
commence  promptly  after  encountering  the  patient  be- 
cause the  infection  can  be  rapidly  fatal.'®  Second,  the 
antimicrobial  agent  selected  should  penetrate  effec- 
tively into  the  cerebrospinal  fluid."  Chloramphenicol, 
sulphonamides,  trimethoprim  and  the  combination  tri- 
methoprim-sulfamethoxazole enter  into  the  cerebro- 
spinal fluid  well  even  in  the  absence  of  meningeal 
inflammation  whereas  penicillins,  cefuroxime,  third 
generation  cephalosporins,  rifampin  and  vancomycin 
do  so  only  in  the  presence  of  meningeal  inflamma- 
tion.'^ Third,  the  antibiotics  utilized  should  exhibit 
bactericidal  activity  against  the  etiologic  agent  because 
the  cerebrospinal  fluid  contains  minute  amounts  of 
immunoglobulin  and  complement  and  thus  is  unable 
to  kill  microorganisms.  All  of  the  antimicrobial  agents 
mentioned  earlier,  with  the  exception  of  chloram- 
phenicol, possess  bactericidal  action.  Chlorampheni- 
col demonstrates  such  activity  against  5.  pneumoniae, 
H.  influenzae  and  N.  meningitidis  but  is  only  bacte- 
riostatic against  most  gram-negative  bacilli." 

Specific  treatment  regimens  are  considered  next. 
Penicillin  remains  the  agent  of  choice  for  pneumo- 
coccal and  meningococcal  meningitis  with  chloram- 
phenicol, cefuroxime,  cefotaxime  and  ceftriaxone  as 
alternative  choices.  The  therapy  for//,  influenzae  men- 
ingitis is  complicated  by  the  emergence  of  beta-lac- 
tamase  producing  organisms.  Initial  treatment  with 
ampicillin  and  chloramphenicol  is  suggested  with  dis- 
continuation of  one  antibiotic  when  the  sensitivities  of 
the  bacterium  are  known.  Alternatively,  cefuroxime, 
cefotaxime  and  ceftriaxone  may  be  administered  as 
single-drug  therapy.  ForL.  monocytogenes  meningitis 
combination  treatment  with  ampicillin  and  gentamicin 
is  recommended  and  trimethoprim-sulfamethoxazole 
is  given  in  the  penicillin-allergic  patient.  The  therapy 
of  staphylococcal  meningitis  is  dependant  on  the  or- 
ganism’s sensitivity  pattern  and  is  as  follows:  penicillin 
for  penicillin-sensitive  organisms,  nafcillin  for  peni- 
cillin-resistant, methicillin-sensitive  organisms  and 
vancomycin  for  methicillin-resistant  organisms.  Van- 
comycin also  is  utilized  in  the  penicillin-allergic  pa- 
tient. Penicillin  or  ampicillin  is  used  for  treatment  of 
streptococcal  meningitis  while  a third  generation  ceph- 
alosporin is  advocated  for  therapy  of  gram-negative 
bacillary  meningitis  (nonpseudomonal).  Vancomycin 
and  trimethoprim-sulfamethoxazole  are  alternative 
choices,  respectively.  The  treatment  of  Ps.  aeruginosa 
meningitis  is  accomplished  with  ceftazidime  or  an  an- 
tipseudomonal  penicillin  combined  with  an  amino- 
glycoside antibiotic.  All  agents  utilized  for  therapy  of 
bacterial  meningitis  should  be  administered  intrave- 
nously and  in  high  dosage."- 

The  prognosis  of  bacterial  meningitis  is  influenced 
by  many  factors.  With  rare  exceptions  untreated  dis- 
ease is  uniformly  fataP  whereas  recent  mortality  rates 

continued  on  page  26 
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range  from  10  to  20%.'^  The  case  fatality  ratio  is  high- 
est for  gram-negative  bacillary,  S.  aureus  and  L.  mon- 
ocytogenes meningitis  and  lowest  for  meningitis  caused 
by  H.  influenzae  and  N.  meningitidis.  The  outcome 
also  is  affected  by  age  with  increased  mortality  rates 
at  the  extremes  of  life.'^  Clinical  and  laboratory  find- 
ings associated  with  a poor  prognosis  consist  of  the 
presence  of  a predisposing  illness,  absence  of  nuchal 
rigidity,  derangement  of  cerebral  function,  elevated 
cerebrospinal  fluid  protein,  positive  cerebrospinal  fluid 
gram  stain  and  associated  bacteremia. '''  Sequelae  of 
bacterial  meningitis  comprise  diminished  cerebral 
function,  cranial  nerve  abnormalities,  paralysis,  ataxia, 
convulsive  disorder  and  hydrocephalus.^  In  our  series 
the  mortality  rate  was  20%  and  morbidity  including 
coma,  cranial  nerve  abnormalities,  paralysis  and  con- 
vulsive disorder  occurred  in  25%  of  patients.  0 
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of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  TTieres  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588,  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 


* Registered  Marks  Blue  Cross  and  Blue  Shield  Association 


CARRY  THE  CARING  CARD." 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  SVix  11  inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  ap- 
proval of  all  contributions  rests  with  the  Editor.  Ala- 
bama Medicine  reserves  the  right  to  edit  any  material 
submitted.  The  publishers  accept  no  responsibility  for 
opinions  expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional 
or  other  credits.  Bibliographies  must  contain,  in  the 
order  given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  StylebookI Editorial  Manual,  published  by  the 
AM  A,  is  the  general  reference  for  questions  of  style. 
It  is  particularly  useful  in  the  proper  presentation  of 
data.  When  conflicts  occur  between  usage,  etc.,  by  an 
author  and  the  stylebook,  these  will  be  resolved  in  favor 
of  the  author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  In- 
ternational, Unabridged.  Second  Edition. 

Length  of  articles:  Articles  should  not  exceed  3,000 
words  (approximately  3-4  printed  pages).  Under  ex- 
ceptional circumstances  only  will  articles  of  more  than 
4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  pho- 
tographs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MAS  A Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Ala- 
bama, P.  O.  Box  1900-C,  Montgomery,  Alabama 
36197.  Telephone  (205)  263-6441,  or  (toll-free  in  Al- 
abama) 1-800-392-5668. 
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ATTENTION  PRIMARY  CARE  PHYSICIANS 
INCREASE  YOUR  SKILLS 


Attend: 

Procedural  Skills  for  Primary  Care  Physicians 


Learn: 

Allergy  testing,  audiometry,  cryosurgery,  dermatologic  procedures,  flexible 
sigmoidoscopy,  bolter  monitoring,  joint  injection  techniques,  nasopharyngoscopy, 
pulmonary  function  testing,  vascular  flow  testing,  including  an  introduction  to  colposcopy 
and  office  ultrasonography. 


Baltimore 
October  8-9 


Locations  - Dates 

Ft.  Lauderdale  New  Orleans 

November  12-13  December  10-11 


Los  Angeles 
Jan.  14-15 

FEE: 

$375  Limited  Registration 
MONEY  BACK  GUARANTEE: 

Your  registration  (cc  will  be  returned  in  full  if  at  the 
conclusion  of  the  program  you  are  not  completely 
satisfied!  A promise  no  other  medical  education 
seminar  has  ever 
made 


Dallas 
Feb.  11-12 

CONTACT: 

Current  Concept  Seminars 

3301  Johnson  Street 

Accredited  16  Hours  Hollywood,  Florida  33021 

A AFP,  AM  A,  AO  A (305)  966- 1009 

(Category  1)  (800)  225-0227+991-1911 
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county  or  state  Chicago, 

TY^  Join,  Contact  North  Dearborn  Stree  , 

Illinois  6061 u oi  ^ 


An  Extraordinary 
Selection  of 
Experienced  Import 
Automobiles! 

Below  is  our  selection  at  press  time . . . 
for  an  updated  list,  equal  or  better, 
call  1-277-5700. 


'87  NISSAN  MAXIMA  SE 
Maroon  with  grey  cloth,  5 speed, 
sunroof,  20,000  miles.  Extra  nice. 

'86  NISSAN  300ZX2  + 2 
Red  with  grey  cloth,  29,000  actual 
miles,  T-tops,  automatic,  (Factory 
Brass  Hat  Car)  Like  new. 

'87  MERCEDES  BENZ  260E 
Diamond  blue,  with  grey  tex., 
9,000miles,  local  one  owner. 

Very  nice. 

'86  VOLVO  240  DL 
Medium  blue  with  blue  cloth, 

49,000  miles,  automatic,  air, 
new  tires  and  up  to  date 
service. 

'87  AUDI  4000S 

Dark  blue  with  grey  cloth,  15,000 
miles,  5 speed,  air,  extra  nice. 


'88  LOTUS  TURBO  ESPRIT 

Red  with  Cold  Connolly  leather, 
8,500  miles.  Never  titled.  Save 
thousands! 

'87  MERCEDES  BENZ  300E 

Nautical  blue  with  cream  beige 
interior,  17,000  miles,  all  books 
and  records,  local  one  owner. 

'88  MERCEDES  BENZ  300SE 
Black  with  Pal.  leather,  1,400 
miles,  one  owner,  less  than  one 
month  old. 

NEW  '88  ISUZU  TROOPER  LS 
4x4 

4 door,  automatic,  cruise,  AM-FM 
Cassette,  alloy  wheels,  white  letter 
tires,  warranty  begins  at  delivery. 
Save  thousands! 


'87  NISSAN  PATHFINDER  SE 

With  sport  package,  blue  with  blue 
interior,  17,000  miles,  automatic, 
air,  sunroof,  alloy  wheels. 

'87  BMW  325IS 

Automatic,  white  cardinal  leather, 
new  tires,  low  miles,  local  one 
owner  trade-in. 

'87  PORSCHE  944 

Champagne  with  brown  leather, 

15.000  one  owner  miles,  5 speed, 
sun  roof.  Like  new. 

'87  MERCEDES  BENZ  300  SDL 

Astral  silver,  grey  leather  interior, 

13.000  miles,  very  nice  car. 

'87  VOLVO  780  Cpe 

Red  with  gold  leather,  5,600  miles. 

All  options,  save  thousands! 


SPECIAL  EXTENDED  LEASING  & FINANCING  AVAILABLE 

Through  all  major  banks,  Mercedes-Benz  Credit  Corp., 

Chase  Manhattan  Bank  & CMAC  to  qualified  buyers. 

^ JACK  INGRAM  MOTORS,  INC. 
^ USED  CAR  DIVISION 

231  EASTERN  BLVD.  MONTGOMERY,  AL  • 1-277-5700 

David  Price,  Devon  Davenport,  Adams  Hudson,  Bob  Davis,  Chuck  Pemberton,  Bill  Hibbert-Monty  Klonaris-Used  Car  Manager 


Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  1 1 years  of  providing  the  above 
sen/ices  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


ESTABLISHED  GYN  PRACTICE  FOR  SALE  BY  RETIRING 
PHYSICIAN.  Located  in  Southern  city  of  200,000,  with  booming 
industry.  Practice  not  in  decline,  although  established  by  respected 
physician  over  last  30  years.  Gross  presently  exceeds  $190,000 
with  lots  of  new  patients.  Volume  can  be  much  greater  for  younger 
physician.  Must  be  BE/BC.  Modestly  priced.  Quality  Health  Re- 
sources, P.O.  Box  6002,  Tuscaloosa,  AL  35405.  A Christian 
Organization. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  mral  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


FOR  PHYSICIANS;  Unsecured  Signature  Loans.  $5,000  to 
$60,000.  For  any  need  including  Taxes-Debts-Etc.  No  points  or 
fees.  Best  rates-Level  payments.  Up  to  six  years  to  repay.  No 
prepayment  penalties.  First  payment  not  due  for  90  days.  For 
application  call  Toll-Free  1-800-331-4952,  MediVersal  Dept.  114. 


ALABAMA  — Board  Certified  or  Board  Eligible  Academic  Pc- 
diatneian.  Assistant  Professor.  Teaching  medical  students  and  family 
practice  residents,  direct  patient  care  and  clinical  research  interests 
are  required.  Direct  inquiries  with  C.V.  to:  David  C.  Hefelfingcr, 
M.D..  Dept,  of  Pediatrics,  700  University  Blvd.,  East,  Tusca- 
' loosa,  Alabama  35401;  (205)  348-1304.  Equal  Opportunity  Af- 
firmative Action  Employer. 


FOR  SALE  — 1202  Mulberry  Street  Commercial  Building  in  good 
condition;  excellent  Icoation  for  medical  related  services.  Contact: 
Linda  Lee,  Lowder  Realty,  277-1234 


1989  CME  CRUISE/CONFERENCES  ON  MEDICOLEGAL  IS- 
SUES & RISK  MANAGEMENT  — Caribbean,  Mexico,  Alaska/ 
Canada,  China/Orient,  Scandinavia/Russia,  Mediterranean,  Black 
Sea,  Trans  Panama  Canal.  Approved  for  24-28  CME  Category  1 
Credits  (AMA/PRA)  and  AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compliance  with  IRS  re- 
quirements. Information:  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station,  NY  11746.  (800)  521-0076  or  (516) 
549-0869. 


DIASONICS,  DRF-400R,  ULTRASOUND  SYSTEM,  used  ap- 
proximately 5 hrs.  $35,000  or  best  offer.  Phone  8 a.m.  to  5 p.m., 
205-794-4159  or  205-793-7015. 


SURGEON’S  OR  PHYSICIAN’S  ASSISTANT:  This  Corporation 
needs  a Surgeon’s  or  Physician’s  Assistant  who  is  interested  in 
trauma.  Send  Resume  to:  2124  4th  Avenue  South,  Birmingham, 
Alabama  35233 


PEDIATRIC  LOCUM  TENENS  — MONTGOMERY 
Prefer  Board  Eligible/Board  Certified  Pediatrician  to  work  with 
two  Board  Certified  Pediatricians,  full-time  or  part-time.  Available 
for  2 weeks  up  to  6 months  through  June  of  1989.  Call  Allen 
White,  M.D.  or  Robert  L.  Coggin.  M.D.  at  271-5959  or  send 
curriculum  vitae  to:  4154  Carmichael  Rd. , Montgomery,  AL  36106. 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training 
leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

‘Promotion  Opportunities  ‘Prestige 

For  graduates  of  AM  A approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  HEALTH  CARE  TEAM 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


AUXILIARY 


Mrs  Robert  H.  Rhyne,  Jr. 
A-MASA  President 


Benefits: 

For  Members  Only 


Doctor,  if  your  spouse  is  a member  of  your  county’s 
auxiliary  and  A-MASA,  THANK  YOU!  If  your 
spouse  is  not  a member,  we  need  your  help  in  re- 
cruiting her.  There  are  some  5,000  members  of  MAS  A 
and  over  2,000  members  of  the  Auxiliary  to  MAS  A. 
Your  spouse  can  enhance  the  strength  of  the  auxiliary 
and  gain  insight  plus  a sense  of  achievement  through 
participation.  These  are  some  of  the  benefits  of  mem- 
bership. . . . 

We  offer  fellowship  in  the  medical  family.  Whether 
you  are  trying  to  establish  your  practice  or  survive  in 
today’s  social  climate,  your  spouse  can  become  more 
knowledgable  of  your  position  and  an  effective  sup- 
porter of  medicine. 

As  a volunteer,  your  spouse  will  have  an  opportunity 
to  provide  direct  services  to  the  community,  to  improve 
public  relations  for  the  medical  profession  and  to  par- 
ticipate in  programs  to  fill  health  needs.  Auxiliary 
members  become  better  support  systems  for  physicians 
and  their  families  through  service  and  fellowship. 

Your  auxiliary  means  business  and  we  take  our  job 
seriously.  The  auxilians  you  have  read  about  on  this 
page  previously  indicate  the  degree  of  our  concern  and 
commitment.  As  you  are  aware,  the  more  members 
you  have  in  MAS  A the  stronger  you  become.  The  same 
rings  true  for  your  auxiliary. 

Ask  your  spouse  to  attend  a meeting  of  your  county 
auxiliary.  These  meetings  will  offer  a first  hand  view 
of  the  needs  of  medicine  as  well  as  the  community. 


There  will  be  opportunities  to  vent  about  the  frustra- 
tions and  rewards  of  being  married  to  a physician.  We 
listen  and  support  each  other. 

For  those  who  enjoy  the  satisfaction  or  challenge  of 
leadership  rolls,  there  are  positions  to  be  filled  at  the 
county,  state  or  national  levels  with  excellent  training 
provided  along  the  way.  The  federation  is  a strong 
force.  It  is  made  up  of  the  AM  A Auxiliary,  state  aux- 
iliaries and  county  auxiliaries.  Through  the  federation, 
the  AMA  Auxiliary  has  become  a driving  force  behind 
programs  to  promote  immunization  for  children;  serv- 
ices for  older  Americans;  healthy  lifestyles;  and  pre- 
vention of  substance  abuse,  child  abuse  and  drunk 
driving. 

These  programs  have  been  provided  by  the  national 
auxiliary,  coordinated  by  the  state  auxiliaries,  and  im- 
plemented by  the  county  auxiliaries.  Since  its  founding 
in  1922,  the  AMA  Auxiliary  has  had  one  basic  purpose 
— to  improve  the  quality  of  life  for  all  Americans 
through  a federation  of  concerned,  active  physicians’ 
spouses. 

Through  membership  your  spouse  receives  the  quar- 
terly state  newsletter,  A-MASA  News,  and  Facets,  a 
bimonthly  AMA  Auxiliary  magazine  for  and  about 
physicians’  spouses  that  covers  topics  ranging  from 
the  medical  family  and  physicians’  children  to  health 
and  legislative  concerns.  The  AMA  Auxiliary  also  pro- 
vides tools  and  training  for  volunteers  and  personal 
skills  development  as  well  as  booklets  on  special  con- 
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cems  of  physicians’  spouses,  including  information  on 
professional  liability,  impairment,  marriage,  retire- 
ment, and  the  training  years. 

The  following  is  a list  of  the  counties  that  have 
organized  auxiliaries: 


Blount 

Lauderdale 

Calhoun 

Lee 

Cherokee 

Madison 

Coffee 

Mobile 

Colbert 

Montgomery-Autauga 

DeKalb 

Morgan-Lawrence 

Elmore 

Pickens 

Etowah 

Pike 

Franklin 

Russell 

Geneva 

Talladega 

Houston 

Tallapoosa 

Jackson 

Tuscaloosa-Hale 

Jefferson 

Walker 

If  your  county  is  not  organized,  we  are  working  on 
that.  In  the  meantime,  a member- at-large  is  most  wel- 
come. Mrs.  Aubrey  Terry,  Route  8,  Signore  Drive, 


Russellville,  35653,  is  membership-at-large  chairman. 
Mrs.  Charles  Patterson,  208  Druid  Hill  Road,  Annis- 
ton, 36201,  is  membership  chairman. 

Do  your  spouse  and  yourself  a favor.  Fill  out  the 
coupon  below  and  return  it  to  the  appropriate  chairman 
mentioned  above.  Contact  will  be  made. 

WE  NEED  YOUR  SPOUSE! 

NAME: 

SPOUSE: 

ADDRESS: 


TELEPHONE: 

COUNTY: 

0 


Dx:  recurrent 

t.K?I  ' 


Tot. 


HeRPecin-L^ 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 
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averted  the  attacks.”  MD,  AK 
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10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Weekl 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A5.  dose' 


^First-week  reduction  in  somatic  symptoms' 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Percentage  of  Reduction  in  Individual  Somatic  Symp 
During  First  Week  of  Limbitrol  Therapy* 
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12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 
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Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 
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You  shouldn’t  take  the  hnancial  risk  alone,  either 


You  need  the  company  built  for  the 
medical  professionals  in  Alabama 
. . . Mutual  Assurance.  This  is  an 
Alabama  company  that  you  know. 
One  which  has  proven  its  committ- 
ment and  concern  for  Alabama’s 


medical  community:  Being  here  for 
liability  coverage  when  others 
weren’t.  Mutual  Assurance  has  the 
experience  you  need  ...  the 
financial  soundness  you  can 
depend  upon. 
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You  know  the  type  of  headaches  we 
mean-the  PPO’s,  HMO’s  and  con- 
tract services.  It  may  seem  like  they 
spend  more  time  creating  red-tape 
than  solving  problems.  But  not 
APHAT,  The  Alabama  Profes- 
sional’s Health  Assurance  Trust. 

Hundreds  of  Alabama  health  care 
providers  already  know  about  our 
hassle-free  claims  service  and  com- 
petitive rates.  Find  out  how  it  feels 


j 


to  have  a health  insurance  provider 
that’s  more  concerned  about  you 
than  your  fee  schedule.  Call  APHAT 
today  for  a benefit  brochure  and 
rate  information. 

APHAr 

ALABAMA  PROFESSIONALS  HEALTH  ASSURANCE  TRUST 

Box  590009  • Birmingham,  AL  35259-0009 
1-800-272-6401  • 871-7280 
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EXECUTIVE 

DIRECTOR 


S.  Lon  Conner 
Executive  Director,  MASA 


Regs  and  Chaos  Theory 


You  are  already  so  snowed  under  and  bewildered 
by  federal  regulations  and  red  tape  the  last  thing 
you  need  is  a new  dispensation  from  the  mammoth 
fog  machine  on  the  Potomac  known  as  Health  & Hu- 
man Services. 

But  you  really  haven’t  plumbed  the  depths  of  bu- 
reaucratic bafflegab  until  you  have  met  PASARR,  one 
of  the  eggs  laid  by  OBRA  87  (otherwise  known  as  the 
Omnibus  Budget  Reconciliation  Act  of  1987).  As  you 
know,  we  have  had  these  Christmas  tree  budget  bills 
for  the  past  7 years,  giant  conglomerations  of  so  many 
hundreds  of  pages  that  no  single  person,  it  is  said, 
knows  everything  in  one  of  them. 

PASARR  stands  for  Preadmission  Screening/An- 
nual Resident  Review  process.  In  a way,  PASARR  is 
welcome;  it  gives  me  a baseline  scale  of  100  for  my 
own  little  study  I call  Relative  Value  Study  of  Absolute 
Nonsense  in  Health  Care  Regulations  (RVSANHCR). 

Basically,  PASARR  dictates  that  any  nursing  home 
receiving  Medicaid  payments  must  identify,  within  its 
present  census  and  among  prospective  residents,  any- 
one suffering  from  mental  illness  or  mental  retardation. 
Such  people  are  known,  in  that  wonderful  way  of 
Washington,  as  PASARR-Ml  and  PASARR-MR.  Once 
identified  (or  stigmatized),  prospective  residents  must 
be  properly  treated  or  trained,  monitored  and  reported 
on,  etc.,  or  denied  residency. 

Like  many  such  regulations,  it  began  with  the  best 
of  intentions,  or  so  it  is  said.  It  seems  that  somewhere 
up  on  the  Eastern  Seaboard  there  were  reports  of  nurs- 
ing homes  used  for  dumping  mentally  ill  and  mentally 
retarded  citizens. 


As  I have  heard  the  story  behind  the  legislation, 
some  of  these  unfortunate  people  were  maintained  on 
pretty  powerful  tranquilizers  but  were,  for  all  practical 
purposes,  virtually  abandoned. 

Thus,  once  again,  the  bureaucrats  took  what  may 
have  been  as  isolated  social  injustice  and  fashioned 
from  it  a bewildering  jungle  of  red  tape.  “If  budget 
restraints  prevent  us  from  throwing  money  at  a prob- 
lem,” the  thinking  in  Washington  seems  to  be,  “we 
can  always  bury  it  under  mountains  of  paperwork.” 
And  that  pretty  well  defines  PASARR,  the  creature 
and  creation  of  those  fine  folks  at  the  Health  Standards 
& Quality  Bureau  (HSQB)  of  HCFA.  Once  HSQB  has 
finished  writing  and  revising  the  regs,  another  HCFA 
office  takes  over  — BERC,  for  Bureau  of  Eligibility, 
Reimbursement  and  Coverage. 

This  blizzard  of  new  regs,  still  “unfinalized”  at  this 
writing,  has  descended  on  the  Alabama  Medicaid 
Agency,  the  State  Health  Department,  the  Department 
of  Mental  Health  & Mental  Retardation  and  probably 
some  innocent  bystanders  I don’t  know  about.  I pity 
them. 

Under  the  regs,  as  1 understand  them,  any  nursing 
home  resident  or  applicant  must  be  screened  for  mental 
illness  or  retardation  except  those  with  a primary  di- 
agnosis of  Alzheimer’s  Disease  or  dementia. 

The  screening  is  not  limited  to  those  who  have  a 
diagnosis  of  mental  illness  but  extends  to  the  identi- 
lication  of  others  who  can  be  thus  categorized.  And 
the  facilities  are  charged  with  the  screening  function. 

If  the  facility  is  Medicaid-certified  (as  all  but  six  in 
Alabama  are),  the  act  applies,  but  it  applies  to  all  other 
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patients  as  well  as  Medicaid  residents.  “Therefore,” 
HSQB  intones,  “all  individuals  applying  for  or  resid- 
ing in  a Medicaid-certified  facility  must  be  screened 
to  determine  if  they  have  mental  illness  or  mental 
retardation  regardless  of  the  method  of  payment  or 
known  diagnosis.” 

HSQB  continues: 

“This  revised  draft  of  federal  minimum  criteria  for 
states  to  use  in  making  determinations  will  be  cate- 
gorized into  two  levels.  Level  1 determinations  will 
identify  whether  individuals  are  suspected  to  have 
mental  illness  or  mental  retardation. 

“Level  II  is  the  PASARR  Process  where  a deter- 
mination is  made  about  whether  the  individual  requires 
the  level  of  services  provided  by  a nursing  facility  or 
another  type  of  facility  and,  if  so,  whether  the  indi- 
vidual requires  active  treatment.  Under  each  level, 
evaluation  and  determination  criteria  have  been  de- 
veloped.” 

You  bet  they  have  been.  But  HSQB  all  but  admits 
it’s  thankful  it  won’t  have  to  implement  the  bewildering 
mass  of  new  regs: 

“We  are  outlining  draft  criteria,  not  process.  We 
propose  that  each  state  may  develop  its  own  process. 
The  criteria  used  in  making  a decision  about  placement 
is,  in  no  way,  to  be  affected  by  the  availability  of 
placement  alternatives.  ...” 

In  other  words,  you  figure  it  out,  states.  And  should 
the  nursing  home  resident  or  applicant  be  caught  in 
the  screen  and  not  amenable  to  whatever  treatment  or 
training  the  feds  may  okay  as  permitting  their  residency 
in  the  facility,  it  is  no  excuse  that  such  unfortunates 
have  no  other  place  to  go.  This  appears  to  sanction 
instant  street  people,  recruits  for  the  ranks  of  homeless 
people  now  perplexing  cities  across  the  land. 

Even  if  a resident  or  applicant  is  not  diagnosed  as 
mentally  ill  or  retarded,  even  if  the  screens  do  not  so 
identify  that  person,  the  fact  of  taking  certain  medi- 
cations, mainly  tranquilizers,  on  the  HSQB  list  would 
tip  the  scales  against  them. 

The  affected  state  agencies,  nursing  homes  and  hos- 
pitals are  scheduling  meetings  to  try  to  make  some 
practical  accommodation  to  the  new  regs.  I would 
suggest  that  physicians  who  may  be  concerned  should 
contact  Medicaid  before  the  operative  date  for 
PASARR,  Jan.  1 , 1989.  For  one  thing,  delays  in  trans- 
ferring patients  from  hospitals  to  nursing  homes  could 
take  10  days  to  two  weeks,  if  they  are  admitted  at  all. 

After  wading  through  thousands  of  words  on  the 
subject  by  the  Washington  bureaucrats,  and  after  sim- 
ilar travels  through  other  dismaying  regs  in  recent  years, 
I have  reached  a conclusion: 


One  small  hope  of  really  understanding  these  things 
is  to  become  expert  in  the  new  multidiscipline  science 
of  Chaos  Theory. 

Chaos  Theory,  which  is  exciting  physicists,  math- 
ematicians, biologists,  economists,  meteorologists,  S 
statisticians  and  just  about  every  other  calling,  focused 
on  non-Euclidian,  asymmetrical  phenomena  — what 
was  once  dismissed  as  noise,  turbulence,  random 
movement,  disorder,  static,  disharmony  — in  short, 
chaos. 

The  new  science,  ridiculed  at  first  but  now  taken 
seriously  in  many  fields,  embraces  such  other  sub  dis- 
ciplines as  fractal  geometry  (the  study  of  irregular  and 
unpredictable  formations,  such  as  clouds,  lightning, 
coastlines  and  long-term  cotton  prices).  One  of  Chaos 
Theory’s  tenets,  derived  from  the  highly  original  com- 
puter studies  by  Edward  Lorenz  at  MIT  in  his  minutely 
detailed  analysis  of  world  weather  patterns,  is  called 
the  Butterfly  Effect. 

The  Butterfly  Effect  was  a convenient  label  of  sup- 
posedly  unquantifiable  and  unpredictable  behavior  of  ^ 
chaos  systems  over  time.  The  Butterfly  Effect  postu-  oi 
lates  this  illustration:  a butterfly  flapping  its  wings  over  Ti 
Tokyo  could  initiate  forces  that  would  result  in  a severe  pi 
storm  over  New  York  a few  months  later.  ^ 

A technical  name  was  later  given  to  this  kind  of 
concept,  which  had  been  hypothesized  in  many  IJj 
branches  of  science.  It  came  to  be  known  as  “sensitive  i,, 
dependence  on  initial  conditions.”  p| 

If  the  initial  conditions  are  vulnerable  to  even  minor  ol 

influence,  this  influence,  or  error,  will  grow  geomet-  di 

rically  over  time  and  space.  If  I begin  a journey  of 
three  miles  on  a heading  that  is  one  degree  off  course, 
my  miscue  will  scarcely  matter.  If  I begin  a journey 
of  3,000  miles  with  the  same  original  error,  I am 
hopelessly  lost.  ' 

The  Butterfly  Effect  in  PASARR  is  easily  seen.  \\ 
There  were  a few  deplorable  incidents  of  inappropriate  hi 
warehousing  of  unfortunate  people  somewhere  up  East.  Pi 

Congress  overreacted,  freeing  HSQB  to  impose  its  ^ 
remote  wisdom  on  the  perceived  problem.  Result,  after 
tens  of  thousands  of  words  and  tons  of  gobblegook  — ^ 

chaos  at  the  destination. 

Sensitive  dependence  on  original  conditions  pro-  [f 
duced  a nightmare  for  state  agencies,  nursing  facilities,  Pj 
and  for  physicians  who  must  comply  with  the  regs. 

0 . 
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FACTS  ABOUT  CELLULAR  TELEPHONES 

IN  MONTGOMERY  AND  SURROUNDING  AREAS 


STRANGE  NEW  TOWERS 
AROUND  TOWN. 


You  may  have  noticed  strange  new 
towers  located  at  1-85  and  Ann 
Street,  at  Jack  Ingram  Motors,  at 
Cramton  Bowl,  near  Wetumpka  and 
one  off  Highway  82  near  Prattville. 
These  are  brana  new  cellular  tele- 
phone towers  owned  by  Cellular  1. 
Cellular  1 is  the  local  "phone 
company"  that  provides  your 
monthly  cellular  phone  service,  just 
like  South  Central  Bell  provides  your 
home  and  business  service.  Cellular 
phones  can  be  purchased  from  one 
of  several  local  authorized  cellular 
dealers,  likejack  Ingram's  ARA. 


NEW  STATUS 
SYMBOL? 

Actually,  this  is  the  small  but 
powerful  antenna  which  enables 
you  to  enjoy  crystal  clear 
telephone  conversations  on  your 
new  cellular  phone.  The  antenna 
is  mounted  on  the  outside  of  your 
rear  window  with  epoxy,  no  hole 
is  necessary. 


SO  WHAT'S  SO  GREAT 
ABOUT  CELLULAR 
PHONES? 

All  car  phones  are  not  alike!  With 
the  advances  in  technology,  todays 
cellular  phones  make  yesterdays 
car  phones  obsolete.  A crystal 
clear,  totally  private  telephone 
conversation  is  now  possible  from 
your  car,  truck,  van  or  boat. 
Conversations  are  so  clear  you'd 
swear  you  were  at  home.  In  fact. 
Jack  Ingram's  ARA  has  portable  and 
transportable  cellular  phones  that 
are  so  small  that  you  can  put  them 
in  your  coat  pocket,  purse  or  brief 


WHERE  CAN  I USE  MY  CELLULAR  PHONE? 


SO  GIVE  ME  THE  FACTS 
AGAIN. 


With  the  strength  of  5 new  cellular  phone  towers  in  the  area,  you  will 
have  crystal  clear  telephone  conversations  all  over  Montgomery, 
Prattville,  Wetumpka  and  many  surrounding  areas. 

A 3 watt  cellular  phone  should  work  as  far  north  as  Lake  Martin,  near 
Clanton  and  most  areas  of  east  and  south  Montgomery  County. 

Your  cellular  car  phone  provided  by  Jack  Ingram's  ARA  can  also  be  used 
in  literally  hundreds  of  other  cities  served  by  cellular  tower  service 
through  the  United  States.  In  our  immediate  area  you  can  use  your 
cellular  phone  in  Birmingham,  Huntsville,  Mobile,  Atlanta,  Chattanooga, 
Pensacola,  Tuscaloosa  and  Tallahassee,  as  well  as  Montgomery. 


A.  New  towers  owned  by 
Cellular  1 - your  cellular  "Phone 
Company"  for  monthly  service. 

B.  Small  antenna  on  car  means 
owner  has  made  a wise 
decision  to  have  crystal  clear 
car  phone. 

C.  Not  all  phones  are  alike.  Only 
cellular  phones  give  you  your 
private  personal  lines. 


A MUST  FOR:  REAL  ESTATE 

DOCTORS 
BUSINESS  EXECUTIVES 


CONTRACTORS 
OUTSIDE  SALES  REPS 
PEOPLE  ON  THE  GO 


D.  For  the  best  selection  of 
cellular  telephones  and 
professional  installations  - 
contact  Jack  Ingram's  ARA. 


WE  WILL  TURN  ON  YOUR  PHONE  FREE!* 


J|  JACK  INGRAM'S  ARA 

277-7963 


If  you  have  purchased  a cellular  phone  out  of  town  or  state  or  from  a retail  outlet  not  authorized 
by  Cellular  1 to  turn  on  your  phone  in  Montgomery  we  will  turn  on  your  phone  free! 


Authorised  By 

CcUularOne.  O 


Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  1 1 years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  sen/e  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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William  A.  Leitner,  M.D. 
President,  MASA 


The  Third  Revolution 


The  future  belongs  to  those  who  prepare  for  it.  We 
have  all  heard  this  often  and  we  believe  it.  But  in 
the  confusion  and  uncertain  trumpets  of  the  present 
we  are  often  too  preoccupied  in  coping  with  the  here 
and  now  to  address  what  is  to  come. 

For  years,  organized  medicine  has  understood  this 
strategic  weakness.  Hence  the  call  for  us  to  become 
proactive  rather  than  reactive,  that  we  meet  challenges 
before  they  become  full-blown  crises,  just  as  we  at- 
tempt to  do  in  our  practice. 

This  effort  to  extricate  us  from  what  has  been  called 
the  garrison  mentality,  hunkering  down  while  the  bom- 
bardments of  the  moment  reverberate  all  around  us, 
has  not  been  wholly  successful.  Most  physicians  be- 
lieve they  simply  do  not  have  enough  time  to  look 
ahead  and  prepare  for  the  future;  they  are  pinned  down 
by  the  present,  they  say. 

The  net  effect  of  this  disability  is  that  we  have  been 
easier  targets  for  the  social  engineers  than  we  would 
have  been  had  we  hit  them  in  deep  water,  before  they 
reached  the  beaches. 

This  is  prologue  to  the  timely  warning  by  Arnold 
S.  Reiman,  M.D.,  editor  of  The  New  England  Journal 
of  Medicine.  He  argues  that  the  “third  revolution”  in 
medicine  is  moving  our  way  and  gaining  speed.  Dr. 
Reiman  coined  the  phrase  “the  medical-industrial 
complex”  (borrowing  from  President  Eisenhower’s 
depiction  of  “the  military-industrial  complex”). 

The  first  revolution,  as  Dr.  Reiman  defines  it,  was 
the  spread  of  health  insurance;  the  second,  the  revolt 
of  the  payers.  The  third  revolution  will  be,  he  predicts. 


highly  computerized  assessment  of  the  effectiveness 
of  various  medical  procedures  and  treatments,  or  what 
might  be  called  applied  quality  control. 

He  believes,  as  do  some  others,  that  medicine  has 
been  deficient  in  determining  what  works  best.  That 
places  him  in  the  comer  with  Paul  M.  Ellwood,  Jr., 
M.D.,  the  Minnesota  guru  of  the  HMO  movement. 
Dr.  Ellwood  has  persuaded  many  in  business  and  in- 
dustry that,  as  he  put  it,  “When  we’re  spending  a half- 
trillion dollars  a year  on  health  care,  we  ought  to  know 
what  works.” 

With  his  usual  simplistic  exaggeration  he  adds,  “half 
of  what  the  medical  profession  does  is  of  unverified 
effectiveness.” 

Other  apostatic  physicians  are  singing  the  same  song. 
It  is  music  to  the  ears  of  those  in  government  and 
business  whose  instincts  are  always  to  ration  health 
care.  Obviously  they  could  withhold  services  with 
minimal  public  outcry  if  they  could  argue  from  the 
data  that  the  denied  services  are  medically  useless. 
That  is  much  more  persuasive  than  the  present  “med- 
ically unnecessary,”  which  fuzzes  the  issue  by  the 
cop-out  position  that  a procedure  or  a medication  is 
not  essential  to  the  cure  even  though  the  quality  of  life 
of  the  patient  may  be  substantially  improved. 

Fortune  magazine,  in  common  with  most  business 
publications  these  days,  devotes  reams  each  year  to 
the  discussion  of  health  care  issues.  As  recently  as  a 
few  years  ago,  about  all  the  health  articles  you  would 
have  read  in  such  publications  would  have  been  those 
devoted  to  “executive  health”  — warnings  against 
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stress,  overwork,  overindulgence  in  food  and  drink, 
underindulgence  in  exercise,  etc. 

Now  most  major  business  publications  employ  spe- 
cialized writers  who  cover  health  care  in-depth.  They 
do  so  because  of  the  mounting  concern  of  business 
and  industry  in  the  health  care  component  of  their 
overhead.  Major  American  corporations  now  believe 
that  health  care  costs  can  make  them  or  break  them, 
that  this  expense  can  be  the  difference  between  profit 
and  loss. 

Thus  the  business  community  is  a willing  listener 
to  those  now  charging  that  physicians  don’t  really  know 
what’s  best  for  patients  in  many  therapeutic  modalities. 
This  is  so,  our  critics  charge,  because  of  the  deficiency 
of  data  collection  and  analysis  that  characterizes  the 
literature  in  recent  years.  Doctors  simply  do  not  report, 
fully  and  fairly,  their  findings  in  a form  from  which 
conclusions  as  to  relative  efficacy  and  benefit  analyses 
can  be  made,  the  critics  contend. 

To  the  extent  that  there  is  some  truth  in  this  alle- 
gation, the  dearth  of  nuts  and  bolts  clinical  information 
may  be  the  result  of  too  many  years  of  preemption  in 
the  journals  of  grant-subsidized  reports.  The  grant  re- 
searchers are  far  more  concerned,  understandably,  with 
justifying  and  perpetuating  the  largesse  that  supports 
them  than  they  are  in  providing  a constant  flow  of 
useful  information  to  the  troops  in  the  trenches  of 
medicine.  The  publish-or-perish  phenomenon  is  well 
known;  less  well  known,  perhaps,  is  the  resulting 
preemption  of  practical,  useful  clinical  information, 
which  was,  in  earlier  years,  the  staple  fare  of  journals. 

Valuable  as  some  of  the  research  papers  may  be  in 
advances  20  years  down  the  road,  they  are  often  of 
little  value  in  supplying  physicians  with  immediately 
useful  data  from  sufficiently  large  trials. 

Fortune  comments  in  the  Oct.  10  issue: 

“Abetting  the  persistent  upward  trend  [in  health 
costs]  is  what  one  consultant  calls  MD-ification.  Cor- 
porations, for  all  their  new  cost-containment  mech- 
anisms, don’t  know  enough  to  go  eyeball-to-eyeball 
when  professionals  are  determined  to  do  an  operation. 
Yet  business  executives  would  be  shocked  if  they  knew 
of  the  doctors’  own  uncertainties.  The  problems  are 
rare  in  the  cut-and-dried  matter  of  treating  acute  afflic- 
tions — prescribing  penicillin  for  pneumonia  or  setting 
a broken  bone.  But  doctors  increasingly  toil  in  the 
murky  area  of  chronic  ailments;  arthritis,  angina  chest 
pain,  impaired  vision.  Here  the  question  of  which  treat- 
ment is  best  can  be  settled  only  with  data.’’ 

It  was  thought,  the  article  continues,  that  HMOs 
would  weed  out  wasteful  procedures,  but:  “Alas  such 
studies  have  not  been  extensive.  Until  recently,  HMOs 
have  managed  to  save  plenty  of  money  just  by  cutting 
down  on  hospital  stays.’’ 

Fortune  cited,  for  example,  Rand  Corporation  stud- 
ies concluding  that  of  the  1,302  Medicare  patients  in 

continued  on  page  II 


r\RAFATE' 

^-^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairmerrt  of  Fertility;  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose)  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  suaalfate  is  administered  to  a nursing  woman. 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 . Eliakim  R.  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987;9(4):395-399. 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 
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Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate: ^ therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 
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Please  see  brief  summary  of  prescnbing  information,  and  reference  on  adjacent  page 
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ARMY  RESERVE 


MEDICAL  PROFILE  N0.7 


Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
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%^The  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example.  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high -altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact,  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  N 
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~ three  areas  who  had  endarterectomies  in  1981,  the 
procedure  was  appropriate  in  just  over  a third  of  the 
cases,  with  32%  questionable  and  another  32%  inap- 
propriate, chiefly  because  the  symptoms  did  not  appear 
serious  enough  to  warrant  the  risk. 

Similarly,  Rand  concluded  that  in  a study  of  coro- 
nary bypasses,  which  numbered  230,000  in  1987,  only 
56%  in  the  study  sample  were  clearly  appropriate. 

Other  critics,  such  as  John  E.  Wennberg,  M.D.,  of 
the  Dartmouth  Medical  School,  charge  that  physicians 
have  little  contact  with  patients  after  they  walk  out  of 
the  hospital  or  office  and  thus  have  little  usable  in- 
formation on  long-term  benefits.  Dr.  Wennberg  is  one 
of  those  who  cites  wide  variation  in  certain  procedures 
between  similar  population  groups  to  support  the  con- 
tention that  physicians  really  don’t  know  what  works 
best. 

Another  tool  for  questioning  physician  judgment  is 
the  data  pool  set  up  three  years  ago  by  nine  of  the 
largest  Blues,  called  Health  Information  Reporting 
Company.  Still  another  is  the  database  of  a little-known 
federal  agency  called  the  National  Center  for  Health 
Services  Research  and  Technology  Assessment.  Still 
another,  of  course,  is  the  massive  pile  of  data  collected 


on  32  million  American  Medicare  patients.  Addition- 
ally, the  National  Cancer  Institute  tracks  more  than 
one  million  cancer  patients.  A pool  called  Aramis  tracks 
arthritis  victims.  There  are  others. 

Business,  industry  and  government  now  have  the 
computer  capacity  to  analyze  all  this  data  and  compare 
it  with  follow-up  surveys  of  discharged  patients.  They 
already  have  access  to  some  of  these  analyses.  A for- 
mer Rand  senior  researcher  on  medical  studies.  Dr. 
Mark  Chassin,  is  president  of  a new  company  turning 
Rand  findings  into  software  programs  “that  insurers 
will  be  able  to  use  as  a cheaper  alternative  to  a second 
doctor’s  opinion.’’ 

Also  there  are  any  number  of  “expert  systems’’ 
already  on  the  market.  An  expert  system  is  defined  as 
one  where  supposedly  leading  physicians  in  a partic- 
ular area  of  medicine  have  their  collective  brains  cloned 
for  software.  Stanford,  for  example,  has  claimed  one 
of  its  expert  systems  software  programs  out-performed 
practicing  clinicians  in  a lengthy  trial. 

Fortune  concludes  with  this: 

“Thus  the  payers  are  using  doctor-generated  infor- 
mation to  control  what  doctors  receive.  The  implica- 
tions cause  a few  shivers  among  physicians.  Will  med- 
icine become  a cookbook  affair,  with  the  treatment  for 
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each  set  of  symptoms  limited  to  what  shows  up  on  the 
computer  screen?  No  two  patients  are  alike,  after  all, 
and  doctoring  has  always  been  subtle  blend  of  feel 
and  fact. 

“(Dr.  William]  Roper,  for  one,  doubts  that  cold 
science  will  eliminate  the  need  for  the  healing  art. 
Airline  pilots  are  required  to  follow  all  sorts  of  standard 
checkout  procedures,  he  says,  but  flying  the  big  ship 
still  calls  for  experience.  By  putting  as  much  uncer- 
tainty as  possible  behind  them,  doctors  should  find 
their  calling  more  satisfying  than  ever.” 

Fortune  says  that  those  in  business,  industry  and 
government  who  are  promoting  the  third  revolution 
know  that  if  these  new  medical  databases  merely  amass 
information  that  doctors  ignore,  it  will  fail.  But  those 
who  want  to  eliminate  waste  agree  with  Willis  Gold- 
beck,  president  of  the  Washington  Business  Group  on 
Health,  that  ‘‘physicians  will  change  their  behavior  if 
the  new  knowledge  is  tied  to  reimbursement.” 

I agree  with  Bill  Roper  that  ‘‘those  on  the  firing  line 
want  better  information  so  they  can  do  a better  job  for 
their  patients.”  From  all  that  appears,  there  is  a serious 
effort  already  well  underway  to  shift  medical  decision- 
making to  those  with  the  massive  data  bases.  If,  by 
default,  we  permit  this  to  happen,  we  will  have  finally 
and  permanently  lost  our  professional  autonomy. 

I think  you  can  see  that  the  future  is  already  on  the 
outskirts  of  town.  Dr.  Reiman  is  right  when  he  warns, 
speaking  to  the  public  and  to  the  profession,  that  phy- 
sicians must  be  in  charge  of  the  third  revolution:  only 
we  have  the  training. 

The  temptation  is  to  stonewall  it  — to  refuse  to 
recognize  the  third  revolution  and  ignore  its  portents. 

; In  my  judgment,  we  can  do  so  only  at  our  extreme 

peril.  Even  the  most  advanced  main-frame  computer 
is  an  idiot  savant.  It  knows  only  what  it  has  been 
programmed  to  know.  At  best,  it  is  a tool  for  applying 
what  has  been  called  ‘‘the  tyranny  of  the  norm”  — 
the  slavish  adherence  to  statistical  averages  and  me- 
' dians. 

Physicians  know  that  averages  and  norms  are  help- 
ful, but  that  medicine  remains  an  art  that  must  apply 
the  general  to  the  specific.  It  is  impossible  to  reduce 
to  a neat  number  the  infinite  variables  of  individual 
response  to  human  illness.  It  trivializes  the  profession 
to  suggest  that  a number  crunching  machine  can  do 
what  we  do,  or  tell  us  how  to  do  it. 

Some  20  years  ago  the  computer  scientists  were 
cheerfully  predicting  artificial  intelligence  (AI)  would 
I be  their  next  conquest.  After  many  thousands  of  man 

i I hours  of  work  in  hundreds  of  laboratories,  AI  is  now 

I ^ regarded  as  virtually  impossible. 

Outcome  analysis,  appropriateness  studies,  quality 
control,  accountability  — whatever  they  call  this 
I emerging  attempt  to  codify  medical  practice  by  the 

numbers,  could  be  dangerous  to  the  public,  even  more 
I than  to  the  profession. 
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But,  having  said  that,  I believe  that  the  third  rev- 
olution is  at  hand.  With  or  without  our  participation, 
it  will  be  pressed.  Just  as  technology  cannot  be  stopped, 
just  as  King  Canute  could  not  turn  back  the  waves,  so 
physicians  must  not  be  dragged,  kicking  and  scream- 
ing, into  the  21st  Century  just  ahead. 

We  must  remain  in  the  forefront,  and  in  positions 
of  command  and  control,  of  every  effort  to  improve 
health  care  delivery. 

If  the  third  revolution  can  help  guide  our  minds  and 
hands,  we  owe  it  to  our  profession  and  to  our  patients 
to  take  the  leadership  role  in  molding  the  revolution. 
And  we  must  not  do  that  in  the  same  cynical  spirit  of 
the  figure  of  the  French  Revolution  who  is  supposed 
to  have  said:  ‘‘The  people  are  in  the  streets.  I am  their 
leader.  I must  follow  them.” 

Bill  Roper  is  right.  Anything  that  will  help  us  in 
serving  our  patients  is  welcome,  but  we  must  shape  it 
from  the  very  beginning,  or  risk  forever  losing  the 
autonomy  that  has  made  American  medicine  the  model 
for  the  world. 

The  computer  can  be  a great  boon  to  mankind.  Im- 
properly used,  as  many  experts  have  commented,  it 
can  be  a destructive  force. 

In  this  instance,  it  is  medicine’s  responsibility  to 
assure  the  former  does  not  become  the  latter. 
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Alabama  Commitment  Process 
Survey  of  Petitioners 

David  W.  Branyon,  M.D. 


Abstract 

Alabama’s  Mental  Health  System  has  ex- 
perienced much  legal  reform  during  the  past 
16  years.  Rulings  by  the  Federal  District  court 
on  standards  for  treatment  and  on  the  due 
process  required  for  commitment  to  our  state 
mental  hospitals  have  resulted  in  revision  of 
our  commitment  process.  Last  year,  the  state 
was  taken  out  from  under  a federal  court-or- 
dered receivership  and  again  given  control  over 
its  state  mental  health  hospitals. 

The  legislature  now  can  revise  our  approach 
to  persons  with  mental  illness  and  dangerous 
behavior.  It  is  in  consideration  of  this  potential 
for  change  that  the  folllowing  article  is  sub- 
mitted. 

A review  of  the  major  federal  court  decisions 
is  given.  The  practical  application  of  these  laws 
is  described  and  a survey  of  petitioners  to  de- 
temine  the  outcome  of  the  present  process  is 
reported. 

Lastly,  a comparison  of  our  present  com- 
mitment process  to  that  of  a published  guide- 
line for  this  process  is  made. 


History 

Two  major  judicial  rulings  have  been  significant  in 
shaping  treatment  standards  and  due  process  laws 
in  Alabama.  The  first  is  Wyatt  vs  Stickney.  This  was 
a suit  that  arose  in  1971  out  of  a class  action  by  men- 
tally retarded  patients  against  Alabama.  The  case  con- 
cerned what  was  felt  by  the  litigants  to  be  Alabama’s 
lack  of  treatment  for  persons  confined  in  its  state  men- 
tal health  institutions.  The  decision  given,  as  stated 
by  the  court;  “In  the  context  of  the  right  to  appropriate 
care  for  people  involuntarily  confined  to  public  mental 
institutions  . . . once  committed,  such  a person  is 
possessed  of  an  inviolatable  constitutional  right  to  ha- 
bituation . . . the  prompt  institution  of  minimum 


standards  to  insure  provision  of  essential  care  and  train- 
ing is  mandatory  and  no  default  can  be  justified  by  a 
want  of  operating  funds.”' 

The  court  defined  minimal  standard  ratios  for  staff 
to  patients,  record-keeping  standards,  treatment  plan 
standards,  and  even  mandated  a standard  for  the  fre- 
quency of  bed  linen  change. 

The  second  major  case,  active  since  1974,  is  that 
of  Lynch  vs  Baxley.  This  was  litigation  as  to  the  con- 
stitutionality of  Alabama’s  commitment  procedures. 
Initial  rulings  in  this  case  resulted  in  a new  state  statute 
passed  in  1975,  elements  of  which  are  described  later. 
The  original  statute  allowed  jail  detention  of  the  men- 
tally ill  and  dangerous  if  no  other  facility  was  available 
to  safely  detain  such  individuals.  A 1984  review,  how- 
ever, resulted  in  a strongly  stated  court  position  that 
jail  detention  violated  due  process,  could  lead  to  men- 
tal deterioration  of  persons  with  mental  illness,  and 
was  not  the  least  restrictive  means  of  protecting  society 
from  the  dangerously  mentally  ill.  It  prohibited  the  jail 
detention  of  those  awaiting  involuntary  commitment 
hearings.  The  court  declared  that  such  individuals 
should  be  detained  “in  the  nearest  state  regional  com- 
munity, county  or  private  hospital  or  mental  health 
facility  which  provides  quarters  for  the  mentally  ill.”^ 

Review 

In  reviewing  commitment  statutes  of  our  state  and 
their  practical  application,  1 would  like  to  share  how 
the  law  works  within  my  home  county.  It  should  be 
noted  that  Jefferson  County  has  its  own  local  statute 
that  makes  the  process  somewhat  different  there.  How- 
ever, most  counties  in  our  state  follow  the  routine  to 
be  described. 

In  my  county,  the  Mental  Health  Center  generally 
will  assist  a petitioner  in  drawing  up  a preliminary 
form  describing  alleged  evidence  of  mental  illness  and 
describing  recent  overt  acts.  The  petition  is  then  taken 
to  a lawyer  who  formalizes  the  petition  and  submits 
the  same  to  the  Probate  Judge.  The  judge  reviews  the 
petition  and  decides  whether  emergency  detention  is 
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warranted  and  often  sets  a preliminary  hearing  date. 
A copy  of  the  petition  is  served  upon  the  person  con- 
sidered for  commitment.  A period  of  5 days  is  required 
from  the  date  of  serving  the  petition  to  the  actual  hear- 
ing date.  An  attorney  is  appointed  for  the  person  con- 
sidered for  commitment  and  for  the  petitioner,  if  nec- 
essary. The  probable  cause  and  final  hearing  are 
generally  held  together  with  medical  testimony  pre- 
sented at  that  time.  Psychiatric  assessment  has  pre- 
viously occurred  through  emergency  room,  jail,  hos- 
pital or  outpatient  contacts  with  the  individual  for  whom 
commitment  is  sought. 

After  an  adversarial  formal  hearing,  the  judge  de- 
termines if  unequivocal  and  convincing  evidence  exists 
that  the  person  is  (1)  mentally  ill;  (2)  as  a consequence 
of  said  illness,  poses  a real  and  present  threat  of  sub- 
stantial harm  to  himself  and  others;  (3)  that  the  threat 
of  substantial  harm  has  been  evidenced  by  a recent 
overt  act;  (4)  that  treatment  is  available  for  the  patient’s 
mental  illness  or  that  confinement  is  necessary  to  pre- 
vent the  person  from  causing  substantial  harm  to  him- 
self or  to  others;  and  (5)  that  commitment  is  the  least 
restrictive  alternative  necessary  and  available  for  treat- 
ment of  the  person’s  mental  illness.  (3)  If  such  con- 
ditions are  not  met,  the  patient  is  free  to  go,  if  he 
wishes.  If  the  patient  meets  the  above  criteria,  he  is 
held  awaiting  a state  hospital  bed.  This  waiting  period 
has  been  up  to  10  weeks,  in  my  experience.  The  age 
of  the  patient  and  type  of  problem  for  which  the  patient 
will  need  treatment  seems  to  affect  the  length  of  time 
the  patient  is  held  awaiting  state  hospital  care,  as  the 
number  of  state  mental  health  beds  available  for  the 
various  age  groups  and  illness  types  varies  greatly. 

Report  of  a Survey 

A survey  was  sent  to  petitioners  who  requested  court 
hearings  for  commitment  between  the  dates  of  3-26- 
85  and  2-4-87.  (See  Table  1,  attached,  for  questions 
asked.) 

Of  the  159  letters  sent  to  petitioners,  14  were  re- 
turned as  undeliverable.  Thirty-six  responses  were  re- 
ceived, a 22%  response  rate.  Of  these  36,  29  hearings 
were  held  on  the  petition  (80%)  and  27  of  those  having 
hearings  were  actually  committed  (93%).  The  usual 
time  between  petition  and  hearing  was  reported  by  the 
petitioners  as  1 week  in  8 cases  (28%).  Seven  reported 
a 1 to  2 week  wait  (24%).  Seven  reported  a 2 to  4 
week  wait  (24%).  Two  petitioners  reported  waits  of  1 
to  3 months  from  the  date  of  their  petition  to  the  actual 
commitment  hearing  date.  Psychiatric  evaluations  of 
the  person  whose  commitment  was  sought  occurred 
while  the  individual  was  in  jail  in  30%  (11)  of  the 
cases.  In  27%  of  the  cases  (10),  the  individual  was 
evaluated  while  in  the  hospital.  Petitioners  noted  that 
in  30%  of  cases  (11),  the  individual  involved  volun- 
teered for  psychiatric  evaluation,  while  in  19%  (7), 
the  court  specifically  ordered  a psychiatric  evaluation. 

continued  on  page  16 
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caution  should  oe  exerased  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesic,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  aoditive  CNS  depression.  When  combined 
therapy  is  contemplate^  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  dunng  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  nsk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  inaeased  stools,  sneezing,  yawninq.  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  1.0  mg/kq  q6h,  and  paregoric  2 
to  4 drop^g  a4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  or  therapy  is  4 to  28  days,  with  the  dosage  decreased  as  tolerated. 
Labor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  tne  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  Infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS; 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness. psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  inodence  of  untoward 
effects  is  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 

Revised  June,  1987 
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from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin®  provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov ) 1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol"  1975, 
2;  379-92  and  Reuler  JB,  et  al  The  chronic  pain  syndrome:  misconceptions  and 
management.  "Ann  Intern  Med"  1980;  93;  588-96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  containshydrocodonenotcodeine.ln 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 
24  hours). 

1.  Hopkinson  JH  III  Curr  Ther  Res  24  503-516,  1978 

2.  Seayer,WT  Arch  Intern  Med,  141  293-300, 1981 


hydrocodone  bitartrate  5 mg  (Warning  May  be  habit 
formir>g)  and  acetaminophen  500  mg 


The  original  hydrocodone  analgesi 


Please  see  adjacent  page  lor  brief  summary  ot  prescribing  inlormalion 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 
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TABLE  1 
Questionnaire 


TABLE  2 

Issues  Voluntarily  Mentioned 


Please  check  appropriate  response. 

1.  How  did  you  find  out  about  the  commitment  process? 

a)  Mental  Health  Center  counselor 

b)  physician 

c)  probate  court 

d)  police 

e)  other  — please  specify: 

2.  Did  you  eventually  have  a commitment  hearing  with  the 
probate  judge? 

Yes No 

3.  What  amount  of  time  elapsed  between  your  initial  petition 
and  the  court  hearing? 

a)  0-1  week 

b)  1-2  weeks 

c)  2-4  weeks 

d)  1-3  months 

e)  other  — please  specify: 

4.  Were  you  notified  if  the  probate  court  decided  not  to  hear 
the  case? 

Yes No 

5.  How  did  you  obtain  a psychiatrist’s  opinion  about  the 
individual  you  sought  treatment  for? 

a)  person  went  to  see  physician  on  his  own  free  will 

b)  person  saw  a psychiatrist  while  in  jail 

c)  the  probate  court  ordered  a psychiatric  evaluation 


d)  person  saw  a psychiatrist  while  hospitalized 

e)  person  saw  a psychiatrist  while  in  the  emergency  room 

of  a hospital 

6.  While  waiting  for  the  probate  court  hearing,  was  the  person 
you  sought  commited  — 

a)  living  with  you 

b)  living  in  your  neighborhood 

c)  in  the  hospital 

d)  in  jail 

e)  elsewhere  — please  specify: 

7.  Was  the  individual  committed  by  the  court? 

Yes No 

8.  If  “yes,”  was  the  individual  committed  to  a — 

a)  state  hospital 

b)  VA  hospital 

c)  private  hospital 

9.  If  “yes”  to  #7,  did  the  person  go  directly  to  the  psychiatric 
hospital  or  was  he  staying  — 

a)  with  you 

b)  in  your  neighborhood  

c)  in  RMC  hospital 

d)  in  jail 

e)  other  — please  specify: 

10.  If  “yes”  to  #7,  how  long  was  the  wait  between  the  probate 
court’s  ruling  to  commit  and  the  person’s  actual  placement 
in  the  psychiatric  hospital? 

a)  0-1  week 

b)  2-3  weeks 

c)  4-6  weeks 

d)  6 weeks-3  months 

11.  How  much  did  the  commitment  process  cost  you? 

a)  $0-$10 

b)  $10-$25  

c)  $25-$50 

d)  $50-$100 

e)  more 

12.  What  suggestions  do  you  have  for  improving  the  commit- 
ment process?  (Please  use  space  below) 


(1)  Necessity  of  requirement  of  overt  act  in  law  7 

(2)  Preference  of  hospital  placement  for  the  individ-  7 
ual  rather  than  jail 

(3)  Apprehension  for  danger  the  family  exposed  to  7 

(4)  Appreciation  for  those  who  helped  obtain  com-  6 
mitment 

(5)  Cost  of  commitment  process  5 

(6)  Noted  actual  physical  harm  to  respondent  during  4 
episode 

(7)  Length  of  time  until  hearing  4 


The  lack  of  clarity  in  the  commitment  process,  difficulty  in 
obtaining  a hearing,  need  for  community  emergency  facility, 
were  also  mentioned. 


During  the  period  awaiting  preliminary  hearing,  1 1 
(30%)  of  the  respondents  were  living  with  the  peti- 
tioner. Twelve  (33%)  were  residing  in  jail.  Four  (1 1%) 
were  confined  in  a hospital  awaiting  the  preliminary 
hearing. 

Of  the  returned  questionnaires,  25  of  the  36  resulted 
in  eventual  psychiatric  hospital  placement;  17  of  these 
were  in  a state  hospital  with  the  remainder  being  in  a 
Veterans  hospital  or  private  facility,  all  under  court 
order.  While  awaiting  hospital  placement  after  the 
commitment  proceeding  had  occurred,  24%  (6  of  25) 
stayed  with  the  petitioner  who  had  brought  the  com- 
mitment issue  against  the  individual  (out  of  a hospital 
or  a jail);  16%  (4  of  25)  were  held  in  the  local  hospital; 
and  48%  (12  of  25)  were  held  in  jail. 

Hospital  placement  was  obtained  within  one  week 
of  the  court  order  in  60%  of  the  cases  ( 15  of  25),  while 
36%  (9  of  25)  reported  a longer  wait. 

The  cost  of  the  process  to  the  petitioner  was  ex- 
tremely variable,  ranging  from  0 dollars  to  $350,  with 
a $25  to  $50  range  being  the  most  frequently  reported 
cost. 

Significantly,  30  of  the  36  returned  survey  forms 
wrote  responses  to  the  open-ended  question  at  the  end 
of  the  survey.  (See  Table  2,  attached.)  The  most  fre- 
quent reported  theme  questioned  the  issue  of  required 
overt  acts  (the  necessity  of  harming  self  or  others)  to 
be  considered  commitable  to  a hospital.  A similar  re- 
sponse frequency  was  obtained  as  to  the  mentally  ill 
being  held  in  jail,  with  sentiment  expressed  that  this 
was  an  inappropriate  situation  for  the  mentally  ill  in- 
dividual. The  danger  that  families  of  the  mentally  ill 
experienced  during  periods  of  exacerbation  of  the  pa- 
tient’s illness  was  frequently  commented  on. 

Slightly  less  in  frequency  of  response  were  com- 
ments regarding  the  length  of  time  involved  in  getting 
a hearing  and  disposition,  the  amount  of  effort  needed 
on  the  petitioner’s  part  to  obtain  a hearing,  the  cost, 
and  comments  about  injury  actually  having  occurred 
to  patients  involved. 
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Discussion 

Evident  from  this  date  is  that  the  jail  is  frequently 
^ being  used  for  acute  intervention  and  detention  of  those 
persons  who  are  mentally  ill  and  dangerous  in  their 
behavior.  Since  “overt  act”  often  is  interpreted  by 
probate  judges  as  actual  physical  harm  to  others,  one 
might  expect  many  of  those  individuals  to  violate  some 
law  and  be  incarcerated.  As  noted  earlier,  the  Lynch 
vs  Baxley  ruling  stated  that  jail  is  not  the  appropriate 
place  for  such  mentally  ill  individuals.  In  my  county, 
as  in  many  of  our  counties,  there  has  been  no  facility 
that  has  been  willing  to  accept  a person  under  court- 
ordered  detention.  If  indigent,  facilities  outside  the 
county,  either  public  or  private,  refuse  to  accept  such 
individuals  and,  if  the  state  hospital  system  is  full 
(which,  in  my  experience,  it  frequently  is),  they  can 
not  legally  accept  a patient  that  would  distort  the  court- 
ordered  ratios  mandated  in  Wyatt  vs  Stickney.  As  a 
result,  the  mentally  ill  are  frequently  left  at  home  or 
are  in  jail  during  the  commitment  process.  They  are 
not  receiving  emergency  care,  treatment  or  protection. 
Indeed,  in  localities  that  have  no  emergency  detention 
I facilities,  the  safety  of  the  petitioners,  the  families  of 
‘ the  mentally  ill,  and  the  general  public  are  put  at  risk 
if  such  individuals  are  not  jailed. 

While  the  above  survey  suffers  from  a low  response 
rate  and  the  distortions  and  misunderstandings  of  its 
responders  (petitioners),  it  is  clear  from  the  survey  that 
, the  somewhat  contradicting  directives  of  Wyatt  vs 
Stickney  and  Lynch  vs  Baxley  are  causing  difficulty 
in  our  medium-size  community. 

The  survey  of  petitioners  is  particularly  interesting 
in  that  petitioners  have  taken  a great  deal  of  initiative, 
have  been  willing  to  go  to  some  expense,  and,  fre- 
quently, have  been  concerned  not  only  for  their  own 
safety  but  that  of  the  respondent  in  filing  petitions  for 
the  respondents’  treatment.  The  above  data  suggests 
that  these  petitions  are  likely  to  find  the  commitment 
process  in  Alabama  to  be  rather  expensive,  lengthy 
and  potentially  dangerous. 

Suggestions 

The  National  Center  for  State  Courts,  in  its  Invol- 
untary Civil  Commitment  Project,  using  a distin- 
guished multidisciplinary  team,  have  developed  guide- 
lines for  involuntary  commitment  procedures.'*  This 
panel  of  medical,  legal  and  lay  experts  studied,  con- 
sidered and  historically  reviewed  premises  upon  which 
our  commitment  process  is  ba.sed,  and  concluded  that 
“the  goals  of  helping  people  and  protecting  their  lib- 
erty are  not  necessarily  contradictory.”  ”...  invol- 
untary civil  commitment  is  a process  that  must  be 
coordinated  from  beginning  to  end  and  that  must  be 
administered  by  people  of  good  sense  who  commu- 
nicate and  cooperate  with  each  other.”* 

Since  Alabama  now  is  free  to  make  revisions  in  its 
delivery  of  care  and  its  commitment  process  of  the 


dangerously  mentally  ill,  a comparison  of  our  present 
law  to  that  of  “the  guidelines”  might  be  helpful. 

The  guidelines  suggest  several  improvements  that 
could  expedite  the  process,  develop  alternative  treat- 
ment avenues,  increase  the  influence  of  trained  mental 
health  professionals  in  decision-making,  and  protect 
individual  rights  to  freedom  without  due  process.  The 
following  is  a brief  contrasting  of  Alabama  law  to  that 
of  the  recommended  guidelines  presented  by  the  Na- 
tional Center  for  State  Courts: 

(1)  Alabama’s  law  requires  the  Probate  Judge  to 
make  emergency  determination  for  or  against  detention 
with  little  information  other  than  a description  of  the 
overt  act.  The  guidelines  suggest  that  a screening 
agency  of  individuals  trained  in  evaluation  and  treat- 
ment of  mentally  ill  individuals  do  initial  evaluation 
of  the  petition  and,  if  possible,  the  individual  consid- 
ered for  commitment.  This  is  done  so  that  they  might 
advise  the  court  regarding  mental  illness  issues,  treat- 
ment alternatives,  and  social  supports.  Such  infor- 
mation would  aid  the  judge  in  making  decisions  such 
as  proceeding  with  a hearing,  emergency  detention, 
or  dismissal  of  the  petition. 

(2)  Alabama’s  law  is  unclear  what  pre-hearing  set- 
tlements are  possible.  Provisions  for  pre-hearing  set- 
tlements to  decrease  the  number  of  actual  formal  hear- 
ings are  suggested. 

(3)  Alabama’s  law  requires  a period  of  5 days  be- 
tween petition  and  the  Probate  (2ourt  hearing  on  the 
petition.  The  guidelines  emphasize  the  need  for 
promptness  and  suggest  a maximum  of  3 days  from 
petition  to  actual  court  hearing. 

(4)  Alabama’s  law  does  provide  for  legal  represen- 
tation of  both  the  petitioner  and  respondent.  However, 
contact  with  the  respondent  is  frequently  on  the  day 
of  the  hearing  rather  than  occurring  earlier  in  the  proc- 
ess. The  guidelines  suggest  that  proper  advocacy  should 
be  assured  throughout  the  pre-hearing  period,  the  com- 
mitment process,  inpatient  treatment,  outpatient  fol- 
low-up, and  during  the  release  from  legally  mandated 
actions. 

(5)  Alabama’s  law  requires  the  Probate  Judge  to 

determine  whether  5 conditions  are  met  for  commit- 
ment to  be  ordered.  The  guidelines  suggest  that  the 
judicial  determination  of  commitability  be  clearly  ex- 
pressed within  the  state  law.  While  the  “overt  act” 
provision  is  a seemingly  clear  directive,  it  is  interpreted 
differently  throughout  our  state. ^ Indeed,  in  the  dis- 
cussion section  of  the  Lynch  vs  Baxley  ruling,  it  is 
noted  that  evidence  of  dangerousness  can  be  mani- 
fested by  an  “overt  act,  attempt  or  threat  to  do  sub- 
stantial harm  to  himself  or  another.”  The  same  is  true 
for  potential  threat  to  self  with  both  the  threat  of  phys- 
ical injury  and  discemable  physical  neglect  warranting 
a finding  of  “dangerousness.”  Consistency  of  inter- 
pretation by  probate  judges  within  our  state  could  be 
improved.  continued  on  next  poge 
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(6)  Alabama’s  law  has  no  provision  for  conditional 
release  or  outpatient  involuntary  commitment.  A per- 
son is  either  hospitalized  and  under  judicial  directive 
or  released  with  full  rights.  The  guidelines  suggest  that 
such  alternatives  for  judicially  mandated  care  be  de- 
veloped. 

My  personal  experience  has  suggested  several  other 
areas  of  concern.  An  issue  that  frequently  confronts  a 
psychiatrist  is  that  of  emergency  detention  prior  to 
judicial  review.  This  circumstance  might  arise  when 
a seriously  ill  individual  presents  in  the  emergency 
room,  already  having  committed  some  overt  act  toward 
self  or  others.  Similarly,  such  a circumstance  arises 
when  an  individual  has  overdosed  and  awakes  from 
medications  still  expressing  suicidal  ideation.  Emer- 
gency detention  of  these  patients  would  seem  imper- 
ative, yet  no  clear  provision  is  made  within  the  general 
mental  health  commitment  law. 

A second  significant  issue  is  the  necessity  for  state 
funding  of  emergency  detention  beds,  providing  care 
both  prior  to  the  commitment  hearing  and  afterward 
until  a state  hospital  bed  is  available.  (A  recent  Bill 
to  develop  crisis  stabilization  units,  if  properly  staffed 
and  supervised,  would  be  helpful  in  this  regard.)  As 
noted  earlier,  when  no  payment  is  assured,  access  to 
medical  facilities  becomes,  in  many  instances,  im- 
possible. Indeed,  a hospital’s  willingness  to  assume 
care  of  such  individuals  should  be  financially  re- 
warded. Such  patients  are  disruptive  of  a treatment 
milieu  and  require  extra  nursing  contact  and  physician 
care,  as  well  as  restricted  specialized  facilities.  Hos- 
pitals and  physicians  are  legally  responsible  for  the 
care  of  such  patients  and  are  less  likely  to  provide 
services  or  to  practice  in  settings  where  legal  risks  are 
high  and  reimbursement  possibilities  nil. 

Conclusions 

While  evident  that  Alabama  has  made  progress  in 
the  care  of  its  mentally  ill  and  in  providing  due  process 
for  the  commitment  of  such  individuals,  we  continue 
to  have  difficulty  with  the  practical  application  of  our 
laws.  Protection  of  individuals  rights,  community  safety 
and  effective  humane  medical  intervention  do  not  need 
to  be  contradictory  objectives.  It  is  hoped  that  this 
paper  will  spur  discussion  and  consideration  of  the 
many  issues  involved  in  the  commitment  process  in 
Alabama. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a siunmary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 
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and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
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Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
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As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  tjfpe  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
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to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmofytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage,  Carefulfy  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Breast  Cancer  Screening 

in  Mobile 

Cynthia  O.  Lorino,  M.D.* 

Peter  J.  Dempsey,  M.D.t 


Abstract 

Breast  Cancer  has  re-emerged  as  the  num- 
ber one  cause  of  cancer  deaths  in  women  and 
the  incidence  continues  to  increase.  Public  and 
physician  awareness  of  this  fact  coupled  with 
the  use  of  screening  x-ray  mammography  can 
dramatically  increase  early  detection  and  im- 
prove morbidity  and  mortality.  In  a project 
sponsored  by  the  American  Cancer  Society, 
private  industry  joined  with  all  six  area  hos- 
pitals to  have  “Breast  Cancer  Screening 
Awareness  Day”  in  Mobile.  In  addition  to 
achieving  the  educational  goals  of  the  project, 
two  minimal  breast  cancers  were  detected  in 
the  screening  of  150  asymptomatic  women. 


Introduction 

With  the  incidence  of  breast  cancer  steadily  in- 
creasing, it  has  once  again  become  the  number 
one  cause  of  cancer  deaths  in  women.  It  is  estimated 
currently  that  one  in  ten  women  will  develop  breast 
cancer. 

There  has  been  extensive  re.search  on  the  usefulness 
of  X-ray  mammography,  physical  examination  by  a 
clinician,  and  breast  self  examination  in  the  detection 
of  early  breast  cancer.'  Results  clearly  indicate  that 
all  three  methods  are  important,  but  only  regular 
screening  mammography  has  consistently  detected  a 
high  percentage  of  minimal  breast  cancers. 


* Assisiani  Professor.  Chief  Mammography  & Women’s  Radiology  .Section.  De- 
partment of  Radiology.  University  of  .South  Alabama 
f Radiologist.  Doctors  Uospital.  Mobile.  Alabama 


Moreover,  the  mortality  rate  for  women  screened 
with  X-ray  mammography  is  significantly  lower  than 
in  a control,  unscreened  population.^- ^ 

The  Mobile  County  Chapter  of  the  American  Cancer 
Society,  with  a donation  from  private  industry  and  with 
the  cooperation  of  all  local  hospitals,  held  “Breast 
Cancer  Screening  Awareness  Day”  on  Feb.  20,  1988. 

The  purpose  was  to  increase  public  awareness  of 
breast  cancer  and  the  importance  of  screening  mam- 
mography in  detecting  occult  breast  cancer.  A limited 
number  (controlled  by  available  grant  money)  of 
screening  mammograms  was  offered  to  women  in  the 
general  public  for  a cost  to  the  patient  of  $10.  The 
balance  of  the  cost  of  the  procedure  was  paid  to  each 
hospital  from  the  grant  money. 

Methods 

One  hundred  fifty  mammograms  were  offered  to 
women  who  met  the  following  criteria:  over  age  35, 
asymptomatic,  and  no  previous  mammogram. 

Each  woman  also  had  to  supply  the  name  of  a re- 
ferring physician  to  whom  the  report  would  be  sent. 
All  six  area  hospitals  participated.  Publicity  included 
radio  and  television  spots,  as  well  as  coverage  in  local 
newspapers. 

At  each  hospital,  volunteers  distributed  literature  to 
participants.  Nurses  examined  each  woman  and  in- 
structed her  in  breast  self  examination.  All  X-ray  mam- 
mograms were  read  by  a radiologist,  and  the  dictated 
report  was  sent  to  the  physician.  Each  patient  received 
a letter  informing  her  of  the  results  of  the  mammo- 
gram. 

Results 

One  hundred  fifty  women  were  evaluated.  Seven 
mammograms  contained  suspicious  findings.  These 
consisted  of  either  a nodule,  spiculation,  or  a cluster 
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of  microcalcifications.  All  seven  patients  were  biop- 
sied.  Two  patients  had  minimal  ductal  carcinomas  of 
6mm  or  less,  neither  had  positive  nodes.  It  should  be 
noted  that  one  of  the  patients  had  a normal  breast 
examination  by  her  physician  4 weeks  prior  to  the 
mammogram.  Even  with  the  added  knowledge  of  the 
mammographic  findings,  the  lesion  was  nonpalpable. 

Discussion 

Publicity  given  to  such  national  figures  as  Nancy 
Reagan,  Betty  Ford,  Ann  Jillian,  Jill  Ireland  and  Betty 
Rollins  has  done  much  to  increase  public  awareness 
of  breast  cancer.  The  American  Cancer  Society,  the 
American  College  of  Radiology,  and  other  national 
groups  have  been  attempting  to  educate  physicians  and 
the  public  on  the  importance  of  X-ray  mammography 
(Table  1). 

TABLE  1 

ACS  Screening  Mammography  Guidelines 


Baseline  mammogram  between  ages  35  and  40 
Mammogram  every  one  to  two  years  between  ages  40-49 
Yearly  mammogram  after  age  50 
(monthly  breast  self-examination  and  regular  physical 
examinations  by  a physician  are  also  very  important) 


Surveys  of  primary  care  physicians  by  the  American  , 
Medical  Association  and  other  groups  show  a marked  ' 
underutilization  of  mammography.*'^  Although  some  i j 
unnecessary  fears  still  exist  concerning  the  theoretical  ^ i 
hazard  of  radiation  exposure  from  a mammogram,  the  , 
major  reasons  for  underutilization  today  center  around 
the  proven  benefit  of  screening  and  the  cost  of  the  1 
procedure. " ' 

With  current  dedicated,  low-dose  X-ray  mammo- 
graphic equipment,  the  dose  to  the  patient  is  negligible. 
The  fear  of  inducing  a cancer  in  breast  tissue  from  i' 
routine  screening  mammography  using  modem  equip- 
ment is  simply  not  a consideration. 

The  results  from  the  Breast  Cancer  Detection  Dem-  . 
onstration  Project  (BCDDP)  after  seventeen  years  of 
follow-up,  as  well  as  the  Swedish  National  Screening 
Project,  confirm  that  screening  mammography  reduces 
the  mortality  for  breast  cancer  by  at  least  3 1%."^'  ^ This  | 
figure  is  truly  significant,  and  should  be  an  impetus 
for  physicians  to  order  mammograms  for  their  patients. 

Cost,  however,  has  been  the  greatest  deterrent  to 
the  routine  use  of  screening  mammography.  Even  to- 
day, the  cost  of  mammography  in  some  areas  of  the 
country  can  exceed  $200.00.  The  aim  of  the  American 
College  of  Radiology  is  to  provide  this  important  serv- 
ice for  less  than  $75.00.'^  Indeed,  some  facilities  have 
reduced  the  cost  to  less  than  $40.00.'*  The  current 
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American  Cancer  Society  Project  was  able  to  offer  a 
screening  mammogram  for  a cost  to  the  patient  of  only 
$10.00,  and  the  response  was  literally  overwhelming. 
This  tends  to  confirm  the  belief  of  many  that  currently, 
cost  is  probably  the  single  greatest  factor  in  the  under- 
utilization of  screening  X-ray  mammography. 

Although  this  study  was  relatively  small  in  terms  of 
numbers,  nevertheless  finding  two  cancers  in  150  pa- 
tients screened  is  both  significant  and  in  line  with  the 
expected  yield  from  a screening  study.  Results  from 
many  large  scale  studies  indicate  that  detection  of  seven 
cancers  per  1000  women  screened  would  be  aver- 
age.Two  per  150  is  slightly  above  this  (incidence 
rate  of  1.33%,  age  uncorrected). 

As  the  accuracy  of  X-ray  mammography  continues 
to  improve  and  the  cost  decreases,  the  number  of  min- 
imal breast  cancers  detected  should  increase.  Thus 
overall  mortality  for  breast  cancer  in  the  United  States 
should  decrease  as  it  has  in  Sweden,  where  an  ag- 
gressive screening  program  is  in  place.  Our  effective- 
ness will  ultimately  depend  on  the  mutual  cooperation 
of  the  patient,  the  referring  physician  and  the  radiol- 
ogist. 
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A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  * The  buriJen  of  office  overhead'? 

★ Molprocfice  insurance  cosfs? 

★ Nof  enough  fime  for  fhe  family? 

★ No  fime  fo  keep  currenf  wifh  fechnology  and  new  mefhods? 

★ No  fime  or  money  for  professional  developmenf? 

Join  the  Air  Force  Medical  Teom.  We'll  provide  the  following: 

★ Compefenf  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  currenf. 

•*  Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  wifh  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


SSGT  Robby  Lloyd 
205-271-6315 

Station-To-Station  Collect  =1^  ^ 


November  1988  / 25 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor; 


ARMY  HEALTH  CARE  TEAM 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE. 


^udid^t  spend  ^ 

I umpteen  years  in  school  in  order 
to  become  a hill  collector. 


There's  one  critical  procedure 
you're  not  adequately  prepared 
to  perform:  inducing  a flow  of 
cash  from  slow-paying  patients. 
Besides^  you  have  far  better  ways 
to  spend  your  time. 

Which  is  why  we  suggest  you 
engage  the  services  of  l.C.  System. 

First  of  all,  we  have  the 
expertise  and  resources  to  do  the 
job.  What's  more,  we  understand 
that  we're  dealing  with  your 
patients.  You  don't  want  to  alien- 
ate or  offend  them.  And  we 
conduct  ourselves  accordingly. 

In  fact,  our  work  is  endorsed 
by  over  1,200  professional  asso- 
ciations and  societies,  including 
your  own.  And  although  we're 
headquartered  in  St.  Paul,  Minne- 
sota, we  have  communication 
centers  in  every  state  of  the  union. 

We'll  assign  a local  l.C. 
representative  to  your  account 
who  will  be  supported  by  a full 
range  of  collection  services  and 
personnel,  including  carefully- 
trained  telephone  contact  special- 
ists. We'll  even  provide  training 
on  how  to  use  our  service  for  the 
person  (s)  in  your  office  handling 
accounts  receivable. 

But  most  important,  we 
guarantee  results.  Our  fee  struc-  L 


ture  combines  a very  competitive 
commission  rate  with  a retainer 
(corporate  or  standard)  scaled 
to  your  needs.  And  we  guarantee 
to  keep  collecting  for  as  long 
as  it  tices  to  recover  at  least  ten 
times  the  amount  of  that  retainer. 

To  find  out  how  the  l.C. 
System  approach  can  work  for 
you,  call  toll  free  (800)  443-4123, 
ext.  621.  In  Minnesota,  call 
(612)  483-8201,  ext.  621.  Or  return 
the  coupon. 

4f#I.G  S\^tem 

T he  System  J Works? 


I want  to  recover  the  money  i 

that's  owed  me.  Please  provide  me  i 

with  information  on  the  l.C.  | 

System  approach.  | 

Name I 

Title 

Firm_ ' 

Address | 

City I 

State Zip i 

lelephone  nurnlKT , 

33H.S-1  I 

Mail  to:  l.C.  System,  Ine.  I 

444  Last  1 lighway  96,  PO.  liox  646,t9  I 

-St.  I’aul,  Minne.sota  .S.S164-()6.t9  i 
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A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medical  Biiis. 


And  Not  By  Accident. 


It’s  true.  When  a Medic  Computer  System  replaced 
anotherinone  large  practice, itfoundthousandsofdollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
ora  claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
tices from  coast  tocoast.  And  more  than  6,000 physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  Plus  Texas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 

[~Please  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 

Name i 

I Address | 

City state Zip 

I Phone  ( ) Number  of  physicians  in  practice j 

I Specialty • 

I Medic  Computer  Systems  i 

I 8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NC  27615  1188  AM 


medic 

computer  systems 


8601  Six  Forks  Rd..  Suite  300.  Raleigh.  NC 27615. 919-847-8102.  In  NC  Call:  1-800-377-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 


Rather  Spend  Time 
Doing  Other  Things? 


AMA  Advisers  MONEY  MASTER 


It’s  The  One  Account  For  All  Your  Money  Management  Needs! 


The  AMA  Ad\isers  Money  Master  Account  is  a slale- 
of-lhe-arl  financial  management  system  for  managing 
your  assets,  investments,  savings,  expenses -even  your 
insurance!  With  Money  Master,  you’ll  discover  how 
easy  personal  finance  can  be  and  how  much  time  you 
can  save  to  do  the  things  you’d  rather  do. 

AM  \ Adtisers  Money  Master  Account  simplifies 
financial  management  with: 

• ^dur  Own  Budget  Analysis... through  the  use 
of  coded  checks  you'll  see  your  monthly  expenses 
sorted  and  totaled  into  one  of  [17  pre-set  categories 
such  as  insurance  premiums,  charitable  contributions, 
education,  utilities,  vacation  and  many  more.  (Jreat 
for  personal  or  professional  budgeting! 

• Discount  Brokerage  Services. . that  enable  you  to 
trade  stocks,  bonds,  government  securities,  o|)tions  and 
of  course,  mutual  funds. 

• One  Monthly  Statement  for  \iJi  ^dur  Investments. 

In  addition  to  investments  made  through  your  AMA 
Advisers  Money  Master  Account.  sim[)ly  sup[)ly 
us  with  the  appropriate  information  and  for  your 
convenience,  we  ll  track  your  investments,  even 
those  made  through  other  brokers  or  mutual  fund 
organizations.  All  that  you  tell  us  about  will  be  shown  on 
your  Money  Master  Account  statement. 

liuildinfi  \hilmil  Trust 


AMA  ADVISERS,  INC. 

\M  \ \(Ki.srrs.  Inc.  is  ;i  siibsj(li;ir>  "f  Ihc  \mcri(;in  Mc(lic;il 
\.ss()('i;ili(»n  niid  m;in;i<>cs  Ihc  rniiliial  funds  in  The  AMA  (ironp 

Services  and  prudiicls  as  dcscrihcd  herein  are  nul  offered  for 
sale  In  an>  slate  where  lhe>  are  not  lawfiill.v  retflslered 


• Special  Year-End  Statement  Practically  Completes 
Your  Tax  Return  For  You!  At  year  end.  you'll  receive 

a statement  so  complete  that  it  even  shows  the  proper 
tax  schedule  to  use  for  filing  your  return!  All  you  do  is 
transfer  the  information  to  the  form. 

• High  Money  Market  Returns  On  Your  Checking 
Account!  You  earn  money  market  rates  on  all  the  money 
in  your  account  until  the  day  your  check  clears,  since  an 
AMA  Money  Fund  Account  is  opened  through  the  Money 
Alaster  Account.  You  may  w rite  as  many  checks  as 

you  like  for  any  amount  - up  to  20  free  checks  a month. 
Afti'r  that,  you  pay  just  30  cents  per  check. 

If  you  would  like  convenience  of  a Money  Master  Account. 

CAIJ/miX  FREE:  l-80()-AIVIA-Elir\D 
(262-8868)  E\l.  1927  TODAY! 

Or,  complete  and  mail  the  coupon.  You  II  receive  a 
complete  Aloney  Alaster  Account  Information  Kit  with 
an  a|)plicalion  to  open  the  one  account  for  all  your 
inveslmenl  needs.  An  AMA  Money  Fund  prospectus  will 
be  included  for  complete  details  on  fees  and  expenses 
relating  to  the  fund.  IMease  read  the  prospectus 
carefully  before  you  invest  or  send  fiioney. 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  resDiralory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  inlluemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOfl  should  be  administered  cautiously  to  penicillin- 

sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antioiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coon'bs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made, 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include: 

a Gastrointestinal  (mostly  diarrheal;  2.5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever|:  15%. 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported. 

• Other  eosinophilia,  2%:  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abrormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children! 

• Abnormal  urinalysis,  elevations  m BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test. 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling’s 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly!  loeioesu 

Additional  mhrmation  available  from  Pv  Z35i  amp 

Eli  Lilly  and  Company.  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988,  ELI  LILLY  AND  CONIPANY  CR-5012-B-849345 
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MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


FOR  PHYSICIANS;  Unsecured  Signature  Loans.  $5,000  to 
$60,000.  For  any  need  including  Taxes-Debts-Etc.  No  points  or 
I fees.  Best  rates-Level  payments.  Up  to  six  years  to  repay.  No 
I prepayment  penalties.  First  payment  not  due  for  90  days.  For 
application  call  Toll-Free  1-800-331-4952,  MediVersal  Dept.  114. 


POSITIONS  AVAILABLE  — NEUROLOGY:  SEI  Health  Serv- 
ices is  seeking  two  adult  neurologists  and  one  pediatric  neurologist 
for  a large  neurological  group  in  the  Southeastern  United  States. 
Recruiting  board-eligible  or  board-certified  physicians.  Competi- 
tive salary  and  comprehensive  benefit  package  that  includes  mal- 
practice insurance  and  relocation  assistance.  Clinical  experience 
in  EEG,  EMG,  envoked  response,  doppler  ultrasound,  and  sleep 
disorders  preferred.  Send  resume  to:  SEI  Health  Services  Division, 
James  Hacker,  General  Manager,  7725  Little  Ave.,  Charlotte,  NC 
28226;  or  call:  (704)  542-7100. 


PEDIATRIC  LOCUM  TENENS  --  MONTGOMERY 
Prefer  Board  Eligible/Board  Certified  Pediatrician  to  work  with 
two  Board  Certified  Pediatricians,  full-time  or  part-time.  Available 
for  2 weeks  up  to  6 months  through  June  of  1989.  Call  Allen 
White,  M.D.  or  Robert  L.  Coggin,  M.D.  at  271-5959  or  send 
curriculum  vitae  to:  4154  Carmichael  Rd.,  Montgomery,  AL  36106. 


ASSOCIATE  MEDICAL  DIRECTOR:  One  of  the  Southeast’s 
leading  insurance  concerns  is  seeking  a physician  to  serve  in  the 
position  of  Associate  Medical  Director.  This  individual  will  have 
responsibility  for  a variety  of  functions  including  claims  review, 
assistance  with  medical  underwriting,  handling  liaison  work  with 
professional  groups,  development  of  medical  guidelines,  and  work 
with  cost  containment  and  utilization  review.  To  qualify,  appli- 
cants must  have  5-10  years  successful  experience  as  a practicing 
physician,  preferably  in  a family  practice,  internal  medicine,  or 
general  surgical  setting.  A current  license  and  exceptional  com- 
munication skills  are  also  required.  This  position  will  provide  the 
advantages  of  a professional  medical  environment  including  reg- 
ular office  hours,  high  visibility,  and  a stable  work  setting  without 
the  liabilities  of  an  independent  practice.  Compensation  will  be 
based  on  the  overall  qualifications  and  experience  that  you  can 
offer,  and  an  extensive  benefit  plan,  a 401  (k)  tax-deferred  savings 
program,  two  weeks  vacation  and  9 paid  holidays,  as  well  as  other 
insurance  benefits  and  incentives.  Location  is  in  a planned  com- 
munity near  a large  Southeastern  city,  which  offers  a pleasant, 
accessible  location.  Send  curriculum  vitae  and  salary  requirements 
to:  Advertising  Manager,  Box  A,  Alabama  Medicine,  P.O.  Box 
1900-C,  Montgomery,  AL  36197-4201. 


NEVADA:  FAMILY  PRACTICE,  INTERNAL  MEDICINE,  PE- 
DIATRICS, OB-GYN,  RADIOLOGY:  Immediate  openings  in 
several  rural  communities;  guaranteed  salary,  full  benefits  includ- 
ing paid  malpractice,  and  possible  University  affiliation.  No  fee 
to  applicant.  Contact  Sherry  Semiatin,  Office  of  Rural  Health, 
Reno,  Nevada  89557-0046;  (702)  784-4841. 


FAMILY  MEDICINE/INTERNIST/EMERGENCY  ROOM  PHY- 
SICIAN needed  desperately.  No  call.  Malpractice  insurance  paid. 
Excellent  fringe  benefits.  Prefer  physician  with  experience,  but 
not  absolutely  necessary.  Phone  Sandy  McBrayer  collect  at  (601) 
328-2525. 


SOUTHEAST  U.S.A.  (ACADEMIC  PEDIATRICIAN  WANTED): 
Alabama  Board  Certified  or  Board  Eligible  — Teaching  medical 
students  and  family  practice  residents  with  direct  patient  care  and 
clinical  research  interests  required.  Direct  inquiries  with  C.V.  to: 
David  C.  Hefelfinger,  M.D.,  Dept,  of  Pediatrics,  700  University 
Blvd.,  East,  Tuscaloosa,  AL  35401;  (205)  348-1304.  Equal  Op- 
portunity Affirmative  Action  Employer. 


INTERNIST  — BC/BE  internist  needed  for  North  Alabama  city 
of  50,(X)0.  Join  solo  practicing  BC  Nephrologist/Intcmist  with 
interest  in  Critical  Care  Medicine.  Full  partnership  available  after 
one  year.  Generous  fringe  benefits  including  malpractice  and  health 
insurance  and  competitive  salary.  Practice  offers  office  ba.sed  EKG, 
GXT,  Holter,  PFT,  Xray  and  complete  lab  including  Micro.  Send 
CV  (Curriculum  Vitae)  to:  Advertising  Manager,  Box  B,  Alabama 
Medicine,  P.O.  Box  I9(X)-C,  Montgomery,  AL  36197-4201. 
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LrfeinthB 
Fast Lane 
begins  at 

Jackingram. 


Lotus  Esprit.  . .Quicker,  Quieter  and  Faster  than  a comparable  V-8 
Ferrari . . . 0-60  in  5.3  seconds . . . 155  mph.  This  isn't  a car  for 
everyone . . . but  for  that  rare  breed  of  driver  who  lives  life  in  the 

fast  lane.  Until  now,  Alabama 
drivers  could  only  dream  about  the 
thrill  of  owning  an  exotic  car.  Now, 
the  most  respected  import  dealer  in 
the  Southeast  adds  the  Lotus  to  its 
outstanding  lineup  of  automobiles. 
Life  in  the  fast  lane  begins  at 
Alabama's  only  Lotus  dealer.  Jack 
Ingram  Motors,  Montgomery. 

See  or  Call  Adams  Hudson. 


m>  JACK  INGRAM  MOTORS 

ALABAMA 'S  EXCLUSIVE  LOTUS  DEALERSHIP 

231  Eastern  Boulevard,  Montgomery,  AL 

(205)  277-5700 


Ji 


AUXILIARY 


Mrs  Robert  H.  Rhyne,  Jr. 
A-MASA  President 


What’s  Going  on  in  Jefferson  and 

Calhoun  Counties 


In  this  article  I would  like  to  feature  two  more  aux- 
iliaries, Jefferson  and  Calhoun  counties. 

Much  is  read  and  reported  in  the  media  today  on 
child  abuse.  Jefferson  County  decided  to  do  something 
to  help  identify  abused  children  through  a puppet  show. 
The  following  is  a report  from  Donna  Speeker  on  their 
Child  Abuse  Education  Committee’s  Puppet  Show. 
Both  Donna  and  Debi  Stanton  received  a Community 
Service  award  this  year  for  their  hard  work  on  this 
project. 

“Many  abused  and  neglected  children  in  Birming- 
ham now  know  how  to  get  help  thanks  to  a puppet 
show  presented  by  the  Jefferson  County  Medical  Aux- 
iliary. The  show,  entitled  “Someone  To  Talk  To,”  is 
designed  to  encourage  abused  or  neglected  children  to 
tell  a responsible  adult  about  their  problem. 

Begun  three  years  ago,  the  eighteen  minute  puppet 
show  has  been  shown  to  thousands  of  elementary  school 
children. 

The  auxiliary’s  Child  Abuse  Education  Committee 
coordinates  teams  of  volunteers  who  take  the  show 
into  the  individual  schools.  The  teams  are  fully 
equipped  with  a wood  and  PVC  pipe  stage,  ten  large 
hand  puppets  and  cassette  tape  recorder.  The  stage  can 
be  carried  in  a small  car  when  broken  down,  but  once 
set  up  is  a sturdy  six  and  a half  feet  tall,  six  feet  wide 
and  four  feet  deep.  The  teams  assemble  the  stage  and 
play  a pre-recorded  script  that  most  puppeteers  know 
by  memory. 


This  year  alone,  according  to  Debi  Stanton  (Mrs. 
Roy,  III),  committee  co-chairman,  four  teams  visited 
a total  of  19  schools  and  1800  children. 

The  puppets  themselves  include  four  characters  who 
each  present  their  problems  with  physicial  abuse,  sex- 
ual abuse,  medical  neglect  or  situational  neglect. 

“For  example,”  says  Mrs.  Stanton,  “Abby  is  a 
puppet  who  has  been  sexually  abused  by  a relative. 
She  finds  out  that  someone  will  believe  her  story  and 
that  she  is  not  the  only  child  with  such  a problem. 
Using  puppets  is  a non-threatening  way  to  present  these 
ideas  to  children.” 

Other  puppets  are  Tommy,  whose  father  has  beaten 
him;  Pete,  who  is  sent  to  school  despite  being  ob- 
viously sick;  and  Sara,  who  is  left  alone  all  night  to 
care  for  her  younger  siblings. 

Parents  Anonymous,  a support  group  for  parents 
who  have  abused  their  children,  originally  obtained 
the  recorded  script  and  a stage  design  from  the  Clayton 
County,  Georgia,  Department  of  Human  Resources. 
Through  a grant  from  Xerox  Corporation  they  pur- 
chased professional  quality  hand  puppets. 

Later,  Parents  Anonymous  turned  the  project  over 
to  the  Jefferson  County  Medical  Auxiliary  for  imple- 
mentation. At  that  time  many  auxilians  worked  to  per- 
fect the  stage  design,  sewed  yards  of  curtains,  and 
taught  members  to  be  puppeteers. 

One  of  the  toughest  parts  to  teach,  according  to 
Donna  Speeker  (Mrs.  James,  Jr.),  past  committee 
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chairman,  is  “facilitating.”  This  means  leading  a ten 
minute  discussion  with  the  children  after  the  puppet 
show.  “People  are  much  more  comfortable  handling 
the  puppets  behind  a screen  than  standing  in  front  of 
50  third  graders  asking  questions,”  she  said. 

.Mrs.  Speeker  says  the  auxiliary  targeted  third  grade 
children  in  this  project  because  they  understand  the 
puppet  show  and  are  not  too  old  to  be  both  entertained 
and  educated  by  it. 

The  volunteers  do  not  counsel  the  children  and  there- 
fore have  no  statistics  on  the  childrens’  response.  But 
in  April  the  counselor  of  an  affluent  suburban  school 
told  volunteers  that  every  year  the  show  has  been  pre- 
sented at  her  school,  children  have  come  to  their  teach- 
ers to  report  problems  similar  to  the  puppets  in  “Some- 
one To  Talk  To.” 

The  auxiliary  hopes  to  expand  their  contact  in  the 
coming  year  under  the  leadership  of  Barbara  Eisenhart 
(Mrs.  George),  president,  and  Alice  Biggs,  (Mrs.  Paul), 
comm.ittee  chairman,  to  reach  even  more  students  in 
suburban,  inner  city  and  county  schools. 

Calhoun  County  gets  involved  in  many  projects  to 
utilize  its  members’  talents.  Many  long  hours  are  put 
into  community  related  concerns  by  this  75  member 
auxiliary. 

The  Calhoun  County  Medical  Auxiliary  annual  fund 
raiser  Fashion  Show  was  a standing  room  only  event 
and  earned  a record  breaking  $8,788  which  was  do- 
nated to  13  local  health  related  agencies  in  February. 
Organizations  receiving  funds  this  year  were:  Hamil- 
ton Boy’s  Club,  Cerebral  Palsy,  RMC  Social  Services 
Emergency  Fund,  Anniston  Soup  Bowl,  Meals  on 
Wheels,  Parents  Anonymous,  Hospice,  Reach  to  Re- 
covery, Day  Care  for  the  Elderly,  Women’s  Shelter, 
YMCA  special  pool  lift  project,  JSU  Foundation  for 
Sensory  Impaired,  and  Cottaquilla  Council  of  Girl 
Scouts.  Some  agencies  receive  7:1  matching,  making 
the  value  of  the  contribution  $33,130.  A $1,000  nurs- 
ing scholarship  was  presented  to  a Jacksonville  State 
University  student. 

The  Christmas  AMA-ERF  sharing  card  was  the  larg- 
est ever,  using  a composite  of  drawings  submitted  by 
physicians’  children  for  the  front  of  the  card.  Each 
“artist”  was  presented  with  a framed  copy  of  the  shar- 
ing card. 

The  Health  Projects  committee  distributed  AMA 
posters  on  teen  suicide  prevention.  They  also  orga- 
nized the  auxiliary’s  involvement  in  the  presentation 
of  the  rock  musicial  “Babycakes.”  The  musical  ad- 
dresses issues  facing  children  today  and  was  performed 
twice  in  Anniston  in  March.  A financial  contribution 
was  also  made  to  bring  the  musical  to  Anniston  as 
well  as  helping  publicize  the  event,  had  representation 
on  the  project  committee,  provided  the  children  with 
a late  supper,  and  provided  follow  up  information  to 
the  schools  after  the  play.  The  Health  Projects  com- 
mittee also  hosted  a Mental  Health  luncheon  for  the 


staff  and  patients  of  the  local  Mental  Health  Center. 
The  dates  of  both  the  Mental  Health  Luncheon  and  the 
presentation  of  “Babycakes”  were  selected  to  coin- 
cide with  Doctors  Day  and  the  two  were  presented  in 
honor  of  physician  spouses. 

In  addition,  the  energetic  Doctor’s  Day  committee 
hosted  a pizza  party  complete  with  a band  featuring 
music  from  the  50’s,  60’s  and  70’s.  Then  on  March 
30  they  personally  delivered  small  Easter  Baskets  to 
every  physician  in  the  county.  Each  basket  was  filled 
with  candy  kisses  and  a special  poem  from  the  Medical 
Auxiliary.  Proclamations  signed  by  area  mayors  were 
printed  in  local  newspapers. 

We  are  proud  of  the  outstanding  job  these  two  aux- 
iliaries are  doing  to  improve  the  lives  of  people  in  the 
communities  where  you  practice.  These  examples  of 
their  work  are  typical  of  the  efforts  by  the  A-MASA 
chapter  in  your  county.  Please  continue  to  support 
them.  Together  we  make  a healthier  difference. 


NAVAL  RESERVE 
PHYSICIAN 

• Monthly  Stipend  for  Physicians  in  training 
leading  to  qualifying  as  General/Orthopedic/ 
Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons  and 
anesthesiologists. 

• CME  opportunities. 

• Flexible  drilling  options. 

"Promotion  Opportunities  "Prestige 

For  graduates  of  AMA  approved 
Medical  Schools 

CALL  YOUR 

NAVAL  RESERVE  FORCE 
REPRESENTATIVE  TODAY. 

1-800-443-6419 
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In  moderate  depression  and  anxiety 

^ 74%  of  patients  experienced  improved  sleep 
after  the  first  A^.dose^ 


I ^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


I 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX. 


limbitrol  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file.  Hoflmann-La  Roche  Inc.,  Nutley,  N].  2.  Feighner  VP, 
etal:  Psychopharmacology  6 1 :2\7-225.  Mar  22, 1979. 


Limbitrol*® 

'tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Artythmias.  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  suoke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g..  operating  machinery,  driving) . 
Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  Inaeased  risk  of  congenlul  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolongd  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tbgamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  severi  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitat^,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others;  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  an-hythmias,  heart  block,  stroke.  P^chiatric-  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro^ 
logic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue,  Endo^ne:  Ttsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other-  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  produa  information  for  manifestabon  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film  coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tablets,  blue,  film 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  tAfeekl 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  A5.  dose' 

^First-week  reduction  in  somatic  symptoms' 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


Lunbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VI. 

limbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


Percenta^  of  Reduaion  in  Individual  Somatic  Syn 
During  First  Week  of  Limbitrol  Therapy* 
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VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 
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Please  see  summary  of  product  information  inside  back  cover. 
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You  wouldn’t  dream  of  operating  alone. . . 


You  shouldn’t  take  the  financial  risk  alone,  either. 


You  need  the  company  built  for  the 
medical  professionals  in  Alabama 
. . . Mutual  Assurance.  This  is  an 
Alabama  company  that  you  know. 
One  which  has  proven  its  committ- 
ment and  concern  for  Alabama’s 


medical  community:  Being  here  for 
liability  coverage  when  others 
weren’t.  Mutual  Assurance  has  the 
experience  you  need  ...  the 
financial  soundness  you  can 
depend  upon. 


#ir^ 


.Mutual 

A^uiance 


115  Office  Park  Drive 
Birmingham,  AL  35223 
1-800-272-6401  (205)  871-7280  ( 


Even  today,  there  remain  a few  independent, 
non-profit  nationally-recognized  hospitals 
whose  fierce  commitment  to  quality  of 
patient  care  makes  them  unique.  In  just 
twelve  years,  Atlanta’s  Ridgeview  Institute 
has  joined  that  elite  group. 

• The  Ridgeview  Institute  offers  three  spe- 
cialized treatment  programs  for  children  and 
adolescents  and  two  for  adults.  Whether 
the  problem  is  emotional,  psychological  or 
related  to  drugs  and  alcohol,  Ridgeview 
can  help. 

• The  Ridgeview  Institute  has  nationally- 
recognized  dedicated  programs  for  the 


treatment  of  Recovering  Professionals  and 
Multiple  Personality  Disorder  directed  by 
nationally-respected  clinicians. 

• The  Ridgeview  Institute  attracts  257°  of  its 
patients  from  outside  of  Georgia  and  407o 
from  outside  metro  Atlanta. 

Assessment  Specialists  in  the  Information 
& Referral  Service  will  help  you  find  the 
right  physician  and  the  right  program.  They 
will  assist  your  patient  and  family  with 
arrangements— no  matter  where  they  are 
coming  from. 

There’s  only  one  Ridgeview  Institute, 
and  it’s  here  for  your  patients  today. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  3(X)80  • (404)  434-4567  • Toll  Free  1-800-345-9775 


Introducing  a new  company 
with  an  array  of  services 
for  physieians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 


Frank  Cochran 


Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 


■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 
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QUALITY  HEALTH  RESOURCES  i . 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457  i ; 

A Christian  Organization  — Operated  on  Christian  principles.  j | 
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You  know  the  type  of  headaches  we 
mean-the  PPO’s,  HMO’s  and  con- 
tract services.  It  may  seem  like  they 
spend  more  time  creating  red-tape 
than  solving  problems.  But  not 
APHAT,  The  Alabama  Profes- 
sional’s Health  Assurance  Trust. 

Hundreds  of  Alabama  health  care 
providers  already  know  about  our 
hassle-free  claims  service  and  com- 
petitive rates.  Find  out  how  it  feels 


ALABAMA  PROFESSIONALS  HEALTH  ASSURANCE  TRUST 


Box  590009  • Birmingham,  AL  35259-0009 
1-800-272-6401  • 871-7280 


to  have  a health  insurance  provider 
that’s  more  concerned  about  you 
than  your  fee  schedule.  Call  APHAT 
today  for  a benefit  brochure  and 
rate  information. 
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Looking  Ahead 


5.  Lon  Conner 
Executive  Director,  MASA 


IT  do  not  profess  to  have  the  foggiest  understanding 
X of  the  revolutionary  new  proposition  in  theoretical 
physics  called  the  string  theory.  I gather  it  has  some- 
thing to  do  with  the  notion  that  everything  is  con- 
nected, somehow,  to  everything  else.  But  I already 
knew  that. 

There  is  a string  theory  in  the  national  economy  as 
I well.  Everything  is  tied  to  everything  else.  I have 
[l  commented  before  on  the  fact  that  the  inadequate  fund- 
ii  ing  of  Medicare  is  connected,  without  question,  to  the 
1[$26  million  cost  of  a single  fighter  plane,  the  $280 
million  price  tag  on  each  B-1  Bomber,  and  heaven 
pi  only  knows  how  much  for  the  B-2  and  the  stealth 
I fighter. 

I Like  most  Americans,  I want  all  the  defense  we  can 
' possibly  afford.  But,  as  in  everything  else,  a balance 
I'Amust  be  struck.  The  United  States  is  getting  deeper 
and  deeper  in  debt,  an  urgent  situation  that  can  be 
i ascribed  to  both  guns  and  butter  — we  have  been  living 
I on  credit  for  a decade  and  economists  like  Alan  Green- 
ispan  say  the  party’s  over  — time  to  pay  the  piper. 

My  domestic  string  theory  also  postulates  connec- 
itions  between  the  decline  of  American  productivity 
land  health  care.  Since  Americans  have  far  fewer  high 
paying-production  jobs  now  that  we  have  exported 
millions  of  them  to  the  Orient,  some  37  million  of  our 
citizens  do  not  have  health  insurance.  Because  they 
don’t.  Medicare  has  fewer  private  sector  policies  to 
which  it  can  cost-shift  some  of  its  excess. 

Conversely,  the  shrinking  base  of  private-sector  in- 
surance is  burdened  by  the  heavy  role  of  payor  of  first 
resort  in  a market  where  the  total  bill  is  shared  by 
fewer  patients,  thus  increasing  the  pro  rata  share  of 
each. 


One  major  reason  there  are  fewer  Americans  of 
working  age  with  good  health  care  coverage  is  the 
export  of  higher-paying  jobs.  And  this  is  tied  to  the 
trade  deficit,  which  is  tied  to  the  shrinking  dollar, 
which  is  tied  to  everything. 

The  dollar  has  been  devalued  in  international  mar- 
kets by  almost  50%.  While  it  was  overvalued  for  a 
time,  consider  some  of  the  string  effect  consequences: 

The  relative  assets  of  our  already  troubled  banks 
have  been  halved.  In  1980  the  country’s  top  banks 
ranked  No.  1 and  No.  2 in  the  world.  This  year  they 
rank  No.  7 and  No.  32,  and  are  headed  down. 

Alan  K.  McAdams,  economist  at  Cornell’s  Johnson 
Graduate  School  of  Management,  puts  it  bluntly: 

“In  our  attempt  to  maintain  our  standard  of  living, 
we  consume  too  much  of  our  nation’s  income  and  save 
too  little.  We  continue  to  spend  at  the  federal  level  on 
items  we  are  not  prepared  to  tax  ourselves  for.  We 
have  to  borrow  from  abroad  to  continue  our  con- 
sumption binge  and  to  support  even  the  inadequate 
level  of  real  investing  that  we  do. 

“The  continuing  borrowing  to  meet  our  twin  deficits 
[budget  and  trade]  has  transferred  effective  power  over 
our  financial  markets  to  others,  who  have  the  power 
to  inflict  another  October  19  on  us. 

“To  be  able  to  invest  from  domestic  resources,  we 
must  save  enough.  We  save  about  2%  of  gross  national 
product.  Other  industrial  nations  save  an  average  of 
11%.  Japan  saves  even  more. 

“To  match  the  average,  we’d  have  to  reorder  our 
priorities  and  incentive  structure  fundamentally.  When 
we  fail  to  match  the  investment  rate  of  our  competitors, 
we  must  continue  to  lag  behind  in  productivity  im- 
provements (new,  more  productive  technologies  are 
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embedded  in  new  plants  and  equipment).  That  means 
that  in  the  long  run  we  will  be  unable  to  match  their 
increases  in  standard  of  living  — in  other  words,  our 
relative  standard  of  living  will  continue  to  fall. 

"In  large  part  because  of  our  low  investment  rate, 
our  technology  base  is  rapidly  eroding.  We  have  been 
driven  out  of  whole  industries  and  technologies.  . . . 
In  short,  we  are  not  able  to  be  internationally  com- 
petitive in  the  accepted  meaning  of  the  term. 

“In  other  words,  business  as  usual  won’t  do.’’ 

A Florida  businessman,  Ron  Szary  of  Bradenton,  is 
even  more  pungent.  He  charges  that; 

“Unlike  the  Japanese,  American  companies  are  top- 
heavy  with  layers  of  management  lacking  technical 
background,  all  of  whom  want  final  say  on  products 
and  production,  but  have  little  if  any  comprehen- 
sion. . . . Our  businesses  are  preoccupied  with  high 
return  on  investment  to  the  nearly  total  exclusion  of 
manufacturing  capability.  . . . 

“The  Japanese  commit  heavily  to  delivery  and  then 
go  about  performing,  while  United  States  companies 
are  procrastinating  with  endless  excuses  about  state- 
of-the-art  limitations,  projected  unprofitability,  late 
deliveries,  personnel  shortages.  As  a nation  we  are 
much  better  schooled  in  excuses  than  performance. 

“The  result  is  markets  penetrated  by  and  lost  to 
foreign  companies  peddling  products  we  drop  because 
of  fear  of  failure  and  our  choice  to  forget  a product 
rather  than  come  in  with  a lower  performance  record 
than  management  soothsayers  have  arbitrarily  tar- 
geted. 

“In  the  United  States,  it  would  be  embarrassing  to 
have  the  top  man  in  most  companies  talk  to  the  people 
on  the  floor;  he  doesn’t  know  the  product;  he  doesn’t 
know  the  process.  Thus,  there  is  little  hope  of  unifying 
top  management  and  the  factory  floor.  There  is  no 
agreement  on  goals.  The  few  remaining  companies  in 
which  such  communication  and  understanding  exist 
are  highly  successful,  their  survival  is  assured,  and  for 
some  obscure  reason,  we  can’t  seem  to  understand 
why.’’ 

“Then,”  Mr.  Szary  writes,  “the  American  com- 
panies sell  their  real  estate  to  Japanese  money,  show 
a profitability  and  claim  victory. 

“Can  a nation  of  money  changers  support  itself?” 

We  have  forfeited  whole  product  lines  to  the  Jap- 
anese. Some  examples  are  the  compact  car,  the  com- 
pact disc,  laser  printers,  VCRs,  television,  facsimile 
machines,  machine  tools,  copiers  — the  list  is  long 
and  depressing. 

I do  not  believe  this  picture  is  distorted.  Moreover, 
I believe  that  there  is  a direct  relationship  between  the 
emphasis  on  portfolio  management,  instead  of  pro- 
duction, and  corporate  America’s  attack  on  health  care 
costs.  To  some  of  the  money  changers,  health  care  is 
simply  another  foreign  import  they  will  try  to  buy  at 
the  lowest  possible  price.  They  have  little  understand- 


ing of  either  product  or  process,  caring  only  for  cost. 

All  this  tells  me  that  tough  times  are  ahead  for  med- 
icine. Instead  of  producing,  as  the  country  once  did, 
we  are  now  primarily  concerned  with  money  manage- 
ment. Health  care  costs  are  a mother  lode  for  the  cor- 
porate MBAs  interested  almost  exclusively  in  capital 
accumulation. 

Government  is  in  a bind  because  it  has  failed,  at  all 
levels,  to  educate  Americans  to  the  need  to  remain 
solvent  to  protect  our  way  of  life.  We  are  in  hock. 
Stringent  measures  are  probably  just  down  the  road, 
both  in  reduction  of  expenditures  at  corporate  and  fed- 
eral levels,  and  in  scratching  for  new  revenues. 

When  the  crunch  comes,  as  most  economists  agree 
it  will,  you  can  bet  that  health  care  will  be  a major 
casualty.  Instead  of  trimming  the  fat,  the  public  and 
private  sectors  may  opt  to  cut  muscle. 

When  George  Bush  shakes  the  snow  off  his  top  hat 
in  January  and  sits  down  in  the  Oval  Office  for  the 
first  time  as  President,  he  will  be  greeted  by  some 
harsh  realities.  One  of  them  is  the  accumulated  national 
debt,  projected  to  be  about  $2. 1 trillion  on  inauguration 
day.  In  his  first  budget,  he  may  propose  draconian 
cutbacks  on  domestic  spending.  If  the  past  is  any  guide. 
Medicare  will  be  a prime  target  for  the  ax. 

Thus,  1989  figures  to  be  the  year  we  begin  to  pay 
the  piper.  It’s  anybody’s  guess  right  now  how  high 
that  fee  will  be,  how  deep  it  will  go,  and  what  rever- 
berations it  will  have  throughout  the  economy,  in- 
cluding medicine.  But  the  American  people  have  fi- 
nally got  the  message  that  living  on  the  cuff,  the  way 
we  have  been,  is  supreme  folly  for  a nation  that  has 
gone  from  the  largest  creditor  nation  to  the  largest 
debtor  nation  in  the  span  of  a single  decade.  That  was 
the  indisputable  finding  in  exit  polls  Nov.  8:  By  a 
substantial  margin,  Americans  placed  the  national  def- 
icit No.  1 among  anxieties,  well  ahead  of  drugs,  crime 
and  rest. 

Sacrifices  are  coming  for  just  about  everyone,  I 
believe.  It  is  highly  unlikely  that  medicine  will  escape 
unscathed;  it  hasn’t  during  past  retrenchments.  The 
austerity  that  seems  to  be  headed  our  way  may  dictate 
a more  radical  rationing  of  care  than  anything  has  so 
far  suggested.  But  if  American  power  and  prestige  in 
the  world  is  the  issue,  as  I believe  to  be  the  case,  and 
the  remedial  measures  are  across-the-board,  top-to- 
bottom,  the  American  people  will  accept  sacrifices  as 
the  moral  equivalent  of  war,  which  aptly  describes  the 
situation. 

Americans,  it  has  been  demonstrated  time  and  again, 
are  remarkably  resilient.  They  showed  that  in  the  two 
world  wars  and  in  the  great  depression.  After  decades 
of  relative  peace  and  prosperity  it  could  even  be  argued 
that  a period  of  goal-directed  austerity  will  prove  a 
good  tonic  for  the  national  soul. 

It  may  force  us  to  count  all  those  blessings  we  have 
come  to  take  for  granted  in  a sustained  period  of  ma- 
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i terialism  gone  wild.  We  may  even  come  to  understand 
! what  our  forefathers  knew:  that  the  blessings  of  free- 
dom cannot  be  measured  in  dollars  and  accumulated 
gadgets  but  in  the  simpler  riches  of  solvency  and  self- 
confidence  that  go  with  living  within  our  means. 

If  in  this  coming  period  of  denial  Americans  redis- 
cover the  incalculable  wealth  of  good  health,  which 
they  have  come  to  regard  as  simply  another  consumer 
product,  that  will  be  no  small  boon  in  itself. 

Best  wishes  for  the  holidays  and  the  new  year.  [E 
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Fifth  Invitational 
Scientific  Symposium 

Saturday,  January  21,  1989  - 9 A.M.  to  4 P.M. 
Wynfrey  Hotel 


8:00  * 9:00  A.M.  Registration  - Coffee  and  Donuts  11:50  - 1:00  P.M. 

Early  Bird  CME  Videocassette  Program 
(For  those  who  come  early  and  would  like 
some  extra  CME  credit) 


PROGRAM  STARTS  - 9:00  A.M. 

Presiding  - E.  David  Haigler,  Jr.,  M.D. 

Council  on  Medical  Education  ^.qo  - 1:25  P.M. 

9:00  - 9:25  A.M.  Max  Michael,  M.D. 

“Mohammed’s  Mountain  - Delivery  of 

Health  Care  to  Homeless  People”  1:25  - 1:50  P.M. 


9:25  - 9:50  A.M.  Robert  Pieroni,  M.D. 

“Digitalis  Toxicity:  Options  for  Therapy” 

1:50-  2:15  P.M. 

9:50  -10:15  A.M.  Ruby  Meredith,  M.D.;  Ivan  Brezovich, 

Ph.D.;  Burhard  Weppleman,  M.D.  and 
Merle  Salter,  M.D. 

“Advances  in  Hyperthermia  for  Control 

of  Cancer”  2:15  - 2:35  P.M. 


Lunch-With  Special  Speaker  Howard  C. 
Snider,  Jr.,  M.D.  Author  of  Jury  of  My 
Peers.  A Surgeon’s  Encounter  with  the 
Malpractice  Crisis 

Presiding  - W.  Foster  Eich,  III,  M.D. 
Council  on  Medical  Education 

Robert  L.  Baldwin,  M.D. 

“Tinnitus-An  Old  Nemesis:  Evaluation  and 
Teatment  of  the  Problem  Case” 

Richard  W.  Waguespack,  M.D. 

“Current  Concepts  in  the  Management 
of  Sinus  Disease” 


Jack  Aland,  M.D.;  John  Gerwin,  M.D.; 
Morton  Goldfarb,  M.D.;  John  Paynor,  M.D. 
“Evaluating  the  Patient  with  Hoarseness- 
A Clinical  Guide” 

Coffee  Break 


10:15  -10:35  A.M.  Coffee  Break 

Presiding  - Charles  E.  Selah,  M.D. 
Council  on  Medical  Education 


Presiding  - Roland  E.  Murphree,  M.D. 
Council  on  Medical  Education 


10:35  -11:00  A.M.  Steven  Stokes,  M.D.;  William  Karns, 
M.S.;  R.  Allen  Latimer,  M.D.  and  Dale 
Prophet,  M.D. 

“Intraluminal  Irradiation  for  Obstructing 
Endobronchial  Carcinoma  of  the  Lung” 


2:35-3:00  P.M. 


3:00-3:25  P.M. 


11:00  -11:25  A.M.  Angel  Grieco,  M.S.;  Cynthia  Lorino,  M.D.; 
and  John  Ferrara,  M.D. 

“The  ‘Abnormal’  Breast:  Biopsy  Is  Not 
Always  Necessary” 


3:25-3:50  P.M. 


Paul  S.  Howard,  M.D. 

“Body  Sculpting  with  Suction  Assisted 
Lipectomy:  Is  it  SeJe  and  Does  It  Work?” 

David  Montiel,  M.D.;  David  Moeller,  M.D. 
“Outpatient  Angiography:  Two  Year 
Retrospective  Review” 

Zenko  Hrynkiw,  M.D. 

“Current  Diagnosis  and  Treatment 
of  Lumbar  Disc  Disease” 


11:25-11:50  A.M.  Rudolph  M.  Navari,  M.D.,  Ph.D 
“An  Overview  of  Bone  Marrow 
Transplantation” 


3:30  - 4:00  P.M.  Final  Questions 
and 

Adjournment 


Please  enroll  me  in  the  Fifth  Annual  Invitational  Scientific  Symposium  on  Saturday,  January  21,  1989(1 
the  Wynfrey  Hotel,  Birmingham,  Alabama.  Enclosed  is  the  registration  fee  of  $40,  which  includes  lunch. 


Name  _ 
Address. 


Office  Phone 
Home  Phone 
. Specialty 


Mail  to:  MASA  Education  Department,  P.O.  Box  1900,  Montgomery,  AL  36102 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

■ Highly  active  in  vitro  against  a broad  range  of 

gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 


t 


■ For  treatment  of  infections  in  the: 

- lower  respiratory  tract^  - urinary  tracf 
-skin/skin  structure^  -bones  and  joints 


t 


■ Convenient  BJ.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

tDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO*  SHOULD  NOT  BE  USED  IN  CHILDREN,  ADOLESCENTS,  OR  PREGNANT  WOMEN. 


A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


I 

t 


\ MILES 


L 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 


Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


TABLETS 

^ciprofloxacin  HCl/Milesj 


■ 500  mg  q12h  for  most  infections; 

750  mg  q12h  for  severe  or  complicated  infections. 


CIPRO* 

(ciprofloxacin  hydrochloride/Miles) 

TABLETS 
BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 


INDICATIONS  AND  USAGE 

CipTO*  IS  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lowrer  Respiratory  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseuciomonas  aeruginosa.  Haemophilus  influemae.  Haemophilus  parainfluemae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabihs.  Proteus  vulgaris.  Providencia  stuartn.  Morganella  morganii.  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains}. 
Staphylococcus  epiderrnidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens,  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabihs.  Providencia  rettgeri.  Morganella  morganii.  Citrobacter  diversus.  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epiderrnidis.  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejunt.  Shigella 
flexnen.*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
’Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN.  ADOLESCENTS.  OR  PREGNANT  WOMEN  The  oral 
administration  of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight- 
bearing joints  of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid, 
cinoxacin.  and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of 
arthropathy  in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL 
PRESCRIBING  INFORMATION) 

PRECAUTIONS 

General:  As  with  other  quinolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which 
may  lead  to  tremor,  restlessness,  lighiheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive 
seizures  Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS 
disorders,  such  as  severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE 
ADVERSE  REACTIONS) 

Quinolones  may  also  cause  anaphylactic  reactions  and  cardiovascular  collapse  Anaphylactic  reactions  may 
require  epinephrine  and  other  emergency  measures 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions:  Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma 
concentrations  of  theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of 
theophylline-related  adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline 
should  be  monitored  and  dosage  adjustments  made  as  appropriate 
Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patients  condition  and  microbial  susceptibility  testing  is 
essential  If  supermfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
liHonnation  for  Patients:  f^tients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals 
The  preferred  time  of  dosing  is  two  hours  after  a meal  F^tients  should  also  be  advised  to  drink  fluids  liberally  and 
not  take  antacids  containing  magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing 
Ciprofloxacin  may  cause  dizziness  or  lightheadedness  therefore  patients  should  know  how  they  react  to  this  drug 
before  they  operate  an  automobile  or  machinery  or  engage  in  activities  requiring  mental  alertness  or 
coordination 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Eight  in  vitro  mutagenicity  tests  have  been 
conducted  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E coll  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V79  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Emoryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 

Pregnancy -Pregnancy  Category  C:  Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up 
to  SIX  times  the  usual  daily  human  dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus 
due  to  ciprofloxacin  In  rabbits,  as  with  most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally) 
produced  gastrointestinal  disturbances  resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion 
No  teratogenicity  was  observed  at  either  dose  After  fritravenous  administration,  at  doses  up  to  20  mg/kg.  no 
maternal  toxicity  was  produced,  and  no  embryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS 
CLASS  CAUSES  ARTHROFATHY  IN  IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN 
(SEE  WARNINGS) 


CONVENIENT  fi./.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 

Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  q12h 

Severe/Complicated 

750  mg  q12h 

Urinary  Tract* 

Mild/Moderate 

250  mg  q12h 

Severe/Complicated 

500  mg  q12h 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  q12h 

Nursing  Mothers:  It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that 
ciprofloxacin  is  excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk. 
Because  of  this,  and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a 
decision  should  be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of 
the  drug  to  the  mother 

Pediatric  Use:  Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals 
ISEE  WARNINGSI, 

AOVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2.799  patients  received  2.868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses,  possibly 
related  in  9 2%.  and  remotely  related  in  3 0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3 5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1  5%i  skin  |0.6%|.  and  central  nervous  system 
I0,4%|. 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5  2%!.  diarrhea  12  3%!.  vomiting  12  0%|. 
abdominal  pain/discomfort  (1  7%|.  headache  (1  2%l  restlessness  (1 1%|.  and  rash  (1 1%1 
Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  of 
quinolones  are  italicized 

GASTROINTESTINAL  ISee  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness,  lightheadedness.  insomnia,  nightmares,  hallucina- 
tions, manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 

SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face,  neck,  lips,  coniunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion.  erythema  nodosum 

Allergic  reactions  ranging  from  urticaria  to  anaphylactic  reactions  have  been  reported 

SPECIAL  SENSES  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights). 

decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste. 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness.  neck  or  chest  pain,  flare-up  of  gout 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy.  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm. 
pulmonary  embolism. 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin. 

Adverse  Laboratory  Changes:  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to 
drug  relationship 

Hepatic  - Elevations  of  ALT  (SGPTI  |1  9%L  AST  (SCOT)  {1  7%l  alkaline  phosphatase  |0  8%l  LDH  |0.4%L 
serum  bilirubin  (0  3%l 

Hematologic  - eosinophilia  (0  6%1.  leukopenia  (0  4%|.  decreased  blood  platelets  |0 1%|.  elevated  blood 
platelets  |0 1%I,  panc^openia  |0 1%l 
Renal  - Elevations  of  Serum  creatinine  |1 1%1  BUN  |0  9%L 
CRYSTALLURIA.  CYLINDRURIA.  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0 1%  of  courses  were  Elevation  of  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 
OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactions  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  IS  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  for  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible.  500  mg  may  be  administered  every  12  hours. 

Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours  for  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  fULL  PRESCRIBING  INFORMATION! 

HOW  SUPPLIED 

Cipro®  (ciprofloxacin  HCI/MilesI  is  available  as  tablets  of  250  mg,  500  mg,  and  750  mg  in  bottles  of  50.  and  in 
Unit-Oose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION! 


-Due  to  susceptible  strains  of  indicated  pathogens. 
See  indicated  organisms  in  Prescribing  Information. 


For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  (In  VA,  call  collect:  703-391-7888.) 

COMMIHED  TO  THERAPEUTIC  EFFICIENCY 
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Christmas  1988 


The  holiday  season  is  always  a time  for  reflection, 
a time  for  examining  past  failures  and  past  suc- 
; cesses  and  a time  for  making  future  plans.  The  Ro- 
mans, in  their  wisdom,  institutionalized  this  human 
custom  by  naming  the  first  month  of  the  new  year  in 
honor  of  Janus,  the  god  with  two  faces,  one  for  looking 
; back,  the  other  forward. 

! It  belabors  the  obvious  to  say  that  our  profession 
I faces  many  problems,  not  the  least  being  the  national 
groping  for  a coherent  and  rational  public  policy  to- 
ward health  care.  There  have  been  times  of  late  when 
it  appeared  that  medicine  has  been  relegated  to  the 
status  of  a necessary  evil,  with  government  and  the 
private  sector  competing  to  determine  which  is  the 
more  hostile  to  the  traditional  freedom  of  health  care 
and  of  the  people  to  choose. 

It  is  difficult  to  remain  sanguine  about  the  feverish 
pace  of  events.  But,  in  another  way,  the  confusion 
about  us  is  no  more  than  the  kind  of  error  that  has 
forged  and  shaped  medicine  through  the  centuries. 

If  any  profession  owes  a great  debt  to  error,  it  is 
I ours,  and  no  one  described  the  process  better  than  John 
E.  E.  Dalberg,  the  English  historian  best  known  by 
. his  titled  name  of  Lord  Acton,  and  for  his  most  often 
quoted  observation,  “Power  tends  to  corrupt  and  ab- 
solute power  corrupts  absolutely.” 

In  a famous  lecture  around  the  turn  of  the  20th 
Century,  Lord  Action  demonstrated  how  human  prog- 
ress has  always  been  fueled  by  error.  He  paid  particular 
i|  credit  to  our  science  and  art  — “they  who  hold  the 
- secret  of  the  mysterious  property  of  the  mind  by  which 
error  ministers  to  truth,  and  truth  slowly  but  irrevo- 
cably prevails.” 


He  noted  how  the  truly  great  men  of  science  had 
always  sought  difficulty  and  challenges  to  their  the- 
ories by  way  of  testing  them;  how  Darwin  in  his  re- 
search diligently  sought  evidence  that  seemed  to  prove 
he  was  all  wrong.  Lord  Acton  quoted  with  approval 
the  professional  growth  of  the  great  1 8th  Century  Eng- 
lish physician,  John  Hunter,  who  would  say;  “Never 
ask  me  what  I have  said  or  what  I have  written;  but 
if  you  will  ask  me  what  my  present  opinions  are,  I 
will  tell  you.” 

Dr.  Hunter  meant  that  his  evolution  as  a physician 
was  a continuing  process,  that  along  the  way  he  had 
to  surmount  all  manner  of  misdirection  and  even  folly. 

Times  of  transition  are  like  that  — confused  and 
wandering  — and  appear  logical  and  targeted  only  long 
after  the  fact.  If  we  cannot  see  the  forest  for  the  trees 
sometimes,  it  should  be  solace  to  know  that  the  long 
search  for  solutions  has  always  had  its  periods  of  dark- 
ness and  seeming  chaos. 

To  see  the  end  of  the  present  gropings  requires  more 
of  a prophetic  eye  that  I claim  to  have.  But  our  profes- 
sion has  always  followed  the  dictum  of  Pascal,  who 
observed  for  the  ages  that  the  only  constant  in  life  is 
change. 

Medicine  will  endure  and,  I am  confident,  ulti- 
mately prevail.  Until  the  clouds  break,  we  can  all  take 
comfort  and  pleasure  in  the  two  immemorial  compen- 
sations of  our  profession  that  cannot  be  coded,  pro- 
filed, or  DRG-ed  — the  immense  satisfaction  of  per- 
forming an  invaluable  service  for  mankind,  and  the 
respect  and  admiration  earned  when  that  service  is  well 
done. 

continued  on  next  paite 
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These,  and  nothing  else,  are  the  bedrocks  on  which 
our  profession  rests  and  has  always  rested. 

As  we  move  into  a year  which  promises  to  be  even 
more  climactic  than  1988,  let  us  never  lose  sight  of 
these  two  simple  verities,  serene  in  our  sustaining  be- 
lief that  it  will  ever  be  thus;  and  that  the  process  de- 
scribed by  Lord  Acton,  “by  which  error  ministers  to 
truth”  is  at  work  and  will,  over  time,  strengthen  our 
profession  as  it  has  through  the  ages. 

My  family  joins  me  in  wishing  you  a happy  holiday 
season  and  the  best  new  year  ever.  0 


Just  What  the  Doctor  Ordered 


IVS 


IV  SERVICES 
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IV  Nutrition  Therapy  (TPN)  - IV  Antibiotic  Therapy 
IV  & Epidural  Analgesia  Therapy 
Enteral  Tube  Feedings  - Home  Infant  Photo  Therapy 
Home  IV  Therapy  by  Qualified  Staff 
Family/Patient  Instruction  and  Training 
All  Required  Supplies  - 24  Hour  Emergency  Service 
Home  Health  Agency  Referral 
Direct  Third  Party  Billing 


Corporate  Headquarters 
(205)361-1370 


842  Peachtree  St.,  Prattville,  AL  36067 
Answering  Service  (205  )293-0934 
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Alabama's  #nly  Lotus 
Dealership . . .Jack  Ingram. 


Lotus  Esprit... Quicker,  Quieter  and  Faster 
than  a comparable  V-8  Ferrari.. .0-60  in 
5.3  seconds... 155  mph.  This  isn’t  a car 
for  everyone... but  for  that  rare  breed  of 
driver  who  lives  life  in  the  fast  lane.  Until 
now,  Alabama  drivers  could  only  dream 
about  the  thrill  of  owning  an  exotic  car. 
Now,  the  most  respected  import  dealer  in 
the  Southeast  adds  the  Lotus  to  its 
outstanding  lineup  of  automobiles.  Life  in 
the  fast  lane  begins  at  Alabama’s  only 
Lotus  dealer,  Jack  Ingram  Motors, 
Montgomery. 

See  or  Call  Adams  Hudson. 

S JACK  INGRAM 
^ MOTORS 


Eastern  Bypass 
Montgomery , Alabama 

277-5700 
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High  Dose  Rate  Brachytherapy 
Treatment  of  Malignant  Tumors 

Gregory  W.  Cotter,  M.D.*, 

Kenneth  E.  Ellingwood,  M.D.t 


Introduction 

Brachytherapy  (Greek;  brachy-short,  therapy-treat- 
ment)  is  the  use  of  radioactive  isotopes  in  close 
proximity  to  tissues  for  treatment  of  medical  disorders. 
" Naturally  occurring  radioactivity  was  first  discovered 
in  1896  by  Henri  Bequerel  and  in  1898  Marie  and 
Pierre  Curie  succeeded  in  isolating  radium.'  Radium 
began  being  used  to  treat  malignant  diseases  in  the 
early  1900s.  It  was  initially  used  in  direct  superficial 
contact  with  tumors  and  was  later  incorporated  into 
tubes  and  needles  to  allow  intracavitary  and  interstitial 
radiation  therapy  implants  to  be  performed. 

Radium-226  is  a highly  radioactive  material  which 
could  result  in  substantial  exposure  to  those  who  used 
it  in  a therapeutic  manner.  It  is  interesting  to  note  that 
. both  Marie  Curie  and  her  daughter  Irene  died  of  leu- 
kemia, possibly  induced  by  excessive  radiation  ex- 
posure. In  1937  at  Radiumhemmet  an  afterloading  unit 
was  developed  to  try  to  reduce  radiation  exposure  to 
the  personnel.^  This  device  allowed  a lightly  shielded 
j treatment  head  to  be  positioned  very  close  to  the  pa- 
[ tient.  Once  this  was  positioned  the  radium  source  would 
j be  transferred  into  the  lightly  shielded  head  from  a 
heavily  shielded  container.  This  method  substantially 
1 reduced  not  only  the  radiation  exposure  to  the  person- 
nel but  also  reduced  the  whole  body  exposure  of  the 
patient. 

With  the  advent  of  nuclear  fission  reactors  other 
isotopes  such  as  Cobalt-60  and  Iridium- 192  became 
available.  These  isotopes  have  subsequently  replaced 
radium  in  most  hospitals  primarily  because  they  are 
much  safer  to  handle.  When  these  newer  isotopes  be- 
came available  they  began  being  used  for  low  do.se 
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manual  types  of  implants  and  also  were  incorporated 
into  remote  afterloading  devices.  Traditional  low  dose 
radiation  therapy  implants  deliver  radiation  in  the  range 
of  0.5  cGy(rad)  to  2 cGy(rad)  per  minute.  Most  pa- 
tients undergoing  a low  dose  rate  radiation  implant 
will  require  hospitalization,  usually  for  several  days. 
Afterloading  units  allow  radiation  to  be  delivered  safely 
in  either  a low  dose  rate  manner  or  in  a high  dose  rate 
fashion.  The  high  dose  rate  afterloaders  allow  radiation 
to  be  delivered  at  a rate  100  times  that  of  low  dose 
techniques.  Typical  treatment  times  for  patients  treated 
with  high  dose  units  are  on  the  order  of  10-20  minutes 
and  usually  does  not  require  hospitalization. 

Numerous  types  of  remote  afterloading  devices,  both 
low  and  high  dose  rate,  have  subsequently  been  de- 
veloped by  many  different  manufacturers.  With  the 
advances  in  technology,  computers  and  microproces- 
sors have  also  been  integrated  with  these  afterloading 
systems  to  allow  more  precise  control  of  the  radio- 
active source  and  subsequent  treatment  of  the  patient. 
Computers  are  used  not  only  to  control  the  placement 
of  the  source  but  are  also  used  to  generate  graphic 
plots  of  the  planned  and  delivered  radiation.  The  use 
of  computers  also  allow  the  treatment  to  be  customized 
for  each  patient.  Currently,  several  sophisticated  re- 
mote afterloading  systems  are  available  for  patient 
treatment. 

At  the  Providence  Cancer  Center  here  in  Mobile  we 
utilize  a Nucletron®  Microselectron  High  Dose  Rate 
Iridium- 192  afterloading  unit  (Fig.  1).  We  have  in- 
corporated this  unit  into  our  oncology  program  and  as 
such  it  has  not  only  replaced  .some  of  the  manual  types 
of  radiation  implants  performed  previously  but  has 
also,  in  our  opinion,  improved  patient  care.  Due  to 
the  high  intensity  iridium-92  source  used  in  the  high 
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Figure  1 . Nucletron  Microselectron  High  Dose  Rate  Afterload- 
ing Unit,  (with  permission  of  the  Nucletron®  Corporation). 


Figure  2.  Endobronchial  placement  of  afterloading  catheters, 
(with  permission  of  the  Nucletron®  Corporation). 
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dose  rate  afterloader  (approximately  3x10"  — 
3.7  X 10"Bq  or  8 — 10  Ci)  the  unit  must  be  housed  in 
one  of  our  linear  accelerator  vaults.  The  following 
paragraphs  describe  some  of  the  uses  of  these  types 
of  devices. 


Lung  Cancer 

Patients  with  lung  cancer  often  present  with  endo- 
bronchial disease  and  obstruction  frequently  associated 
with  postobstructive  atelectasis  or  pneumonia.  Exter- 
nal beam  radiation  treatment  historically  has  resulted 
in  low  rates  of  relief  of  bronchial  obstruction.^  Re- 
cently the  use  of  endobronchial  radiation  therapy  im- 
plants has  been  found  to  relieve  bronchial  obstruction 
in  a much  higher  percentage  of  cases. 

In  February  of  1987  we  began  a program  of  endo- 
bronchial iridium- 192  implantation  in  selected  patients 
with  endobronchial  obstruction  from  lung  cancer.  In 
total  49  patients  were  treated  using  a manual  moderate 
dose  rate  technique.  We  were  gratified  to  experience 
marked  relief  of  obstruction  in  the  majority  of  patients. 
In  April  of  1988  we  began  using  the  Nucletron®  High 
Dose  Rate  Iridium- 192  Afterloading  Unit  and  have 
been  extremely  pleased  with  not  only  the  clinical  re- 
sults but  also  the  ease  of  treatment  experienced  by  our 
patients  compared  to  earlier  techniques. 

Our  current  technique  consists  of  flexible  broncho- 
scopic  evaluation  of  the  endobronchial  tumor  followed 
by  placement  of  one  or  more  implant  catheters  (Fig. 2). 
The  catheters  which  we  have  employed  are  two  mil- 
limeters in  diameter,  100cm  long,  have  a closed  end 
and  an  internal  metal  guidewire.  Following  broncho- 
scopic  evaluation  of  the  obstructing  lesions,  the  flex- 
ible implant  catheter  is  introduced  endobronchially  via 
the  central  channel  of  the  bronchoscope.  In  general, 
we  try  to  maintain  at  least  a two  centimeter  proximal 
and  distal  margin  with  respect  to  the  obstructing  le- 
sions. Fluoroscopy  is  used  in  all  cases  to  guide  the 
catheter  placement.  After  the  catheter  placement  is 
achieved,  the  bronchoscope  is  slowly  withdrawn  over 
the  catheter  taking  care  to  maintain  the  catheter  place- 
ment. Once  the  bronchoscope  is  withdrawn  the  cath- 
eter is  taped  to  the  patient’s  nasal  bridge. 

After  the  endobronchial  catheters  are  placed  orthog- 
onal x-rays  are  taken  for  treatment  planning.  From 
these  x-rays  the  coordinates  of  the  catheters  along  with 
our  desired  treatment  dose  are  entered  into  the  treat- 
ment planning  computer.  The  computer  then  calculates 
the  data  needed  to  drive  the  Nucletron®  High  Dose 
Rate  Afterloader’s  microprocessor.  Next  the  patient’s 
catheter(s)  are  connected  to  the  afterloader  and  the 
actual  treatment  performed.  During  the  actual  treat- 
ment the  Nucletron®  unit  drives  a high  intensity  Iri- 
dium-192 source  into  the  patient’s  catheter(s)  to  the 
predetermined  distance.  When  the  desired  treatment 
time  has  elapsed  the  unit  safely  removes  the  source 
into  a tungsten  shielded  storage  container.  The  actual 
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Figure  3.  Patient  with  a squamous  cell  carcinoma  and  left  mainstem  bronchus  obstruction.  A)  Prior  to  treatment;  B)  During  treatment; 
C)  After  completion  of  three  endobronchial  implants  and  external  beam  radiation  therapy. 


time  of  radiation  treatment  is  typically  10-12  minutes 
per  catheter.  In  total,  the  procedure  from  bronchoscopy 
to  treatment  usually  takes  less  than  two  hours.  In  most 
cases  patients  are  treated  on  an  outpatient  basis.  Figure 
3 shows  the  type  of  results  which  can  be  obtained  with 
this  type  of  treatment. 

Other  Tumors 

High  Dose  Rate  Afterloaders  have  been  used  ex- 
tensively in  other  countries  in  the  treatment  of  carci- 
noma of  the  uterine  cervix.^  Typically  a patient  with 
cervical  carcinoma  treated  with  manually  loaded  low 
dose  techniques  would  require  two  hospitalizations  of 
three  to  four  days  each  to  deliver  the  desired  radiation 
to  the  tumor.  Most  patients  would  have  initially  re- 
ceived a several  week  course  of  external  beam  radia- 
tion therapy  prior  to  their  implants.  By  using  the  high 
dose  rate  afterloading  devices  patients  can  receive  their 
entire  course  of  radiation  therapy  as  an  outpatient  and 
avoid  protracted  hospital  admissions. 

High  dose  rate  therapy  has  also  been  used  exten- 
sively in  the  post-operative  treatment  of  uterine  car- 
cinoma.* Again  patient  treatment  has  been  simplified 
and  the  need  for  hospitalization  eliminated.  High  dose 
rate  therapy  can  also  be  employed  in  the  palliative 
treatment  of  esophageal  carcinoma,  for  boosts  to  local 
resection  sites  in  the  conservative  treatment  of  breast 
cancer  and  in  interstitial  implantation  of  head  and  neck 
tumors. 

Conclusions 

In  summary,  high  dose  rate  brachytherapy  offers 


several  advantages  over  conventional  radiation  therapy 
techniques.  First,  the  radiation  therapy  is  delivered  in 
a concentrated  fashion  directly  within  the  tumor  al- 
lowing a higher  dose  of  radiation  to  be  administered. 
Second,  it  allows  for  patients  to  be  treated  in  an  out- 
patient setting  thereby  eliminating  protracted  hospi- 
talizations. Third,  the  remote  administration  of  the 
radiation  reduces  exposure  to  personnel  and  total  body 
exposure  to  the  patient.  High  dose  rate  brachytherapy, 
in  our  opinion,  is  a major  advance  in  the  field  of 
oncology  and  has  greatly  improved  our  ability  to  care 
for  cancer  patients. 
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...the  Cornerstone 
of  Our  Professions 


times  your  caring 
attitude  goes  further  in  healing 
a patient  than  all  the  pills  and 
bandages  ever  could.  Your 
patient  senses  that  genuine 
concern  you  have  for  him- 
concern  manifested  in  the 
often  herculean  efforts  you 
make  to  aid  him  in  recovery. 
After  all,  caring  is  the 
cornerstone  of  your  practice. 

Occasionally  a company 
appears  with  the  same  caring 
approach  whose  purpose  is  to 
serve  the  doctor.  In  the  field  of 
professional  liability  insurance, 
that  company  is  Insurance 
Corporation  of  America.  Like 
you,  we  make  caring  for  our 
insured  the  cornerstone  of  our 
stable  and  successful  business. 
And  our  ongoing  efforts  to 
cure  malpractice  ills  are 
unmatched  in  the  industry. 

If  you’re  tired  of  dealing 
with  an  insurance  company 
who’s  more  concerned  with 
your  premium  than  with  your 


practice  and  reputation,  call 
ICA.  You’ll  receive  the  kind  of 
care  you  deserve. 


People  Who  Care 

713  (871-8100) 
Houston,  Texas 


Some  Unexpected  Benefits  of 
Accreditation:  A Case  Study 

Jill  H.  Stewart 
C.  George  Tulli,  Jr.* 


The  process  of  accreditation  is  a necessary  experi- 
ence faced  frequently  by  academic  institutions  and 
hospitals.  For  medical  group  practices,  though,  it  is 
presently  an  option  rather  than  a requirement  for  a 
successful  operation.  However,  accreditation  may  be 
an  option  deserving  more  consideration  by  medical 
groups.  While  not  presently  mandatory  for  third  party 
reimbursement,  the  process  of  voluntary  self-exami- 
nation necessary  for  accreditation  by  nationally  rec- 
ognized review  boards  may  prove  advantageous  in  both 
anticipated  and  unexpected  ways. 

The  Capstone  Medical  Center  (CMC)  is  a freestand- 
ing ambulatory  health  care  facility  located  on  the  cam- 
pus of  the  University  of  Alabama  in  Tuscaloosa.  As 
one  of  the  two  branch  campuses  of  the  Birmingham- 
based  University  of  Alabama  School  of  Medicine,  it 
is  the  medical  service  unit  of  the  College  of  Com- 
munity Health  Sciences  as  well  as  a family  practice 
residency  training  center.  Sixty  faculty  and  resident 
physicians  practice  in  the  multi-specialty  group  in  the 
areas  of  family  medicine,  internal  medicine,  obstetrics 
and  gynecology,  pediatrics,  and  psychiatry.  DCH  Re- 
gional Medical  Center,  the  state’s  third  largest  hos- 
pital, is  located  close  by  and  serves  as  the  primary 
referral  facility  for  the  center. 

Established  in  1974,  the  Capstone  Medical  Center 
and  its  mission  were  not  always  well  understood  by 
the  Tuscaloosa  and  university  communities.  Unofficial 
surveys  revealed  that  many  people,  including  Univer- 
sity employees,  believed  the  center  served  a population 
of  primarily  lower  income  patients.  This  image,  shared 
by  many  medical  education  clinical  programs,  was  a 
frustrating  one  for  both  medical  and  support  staff.  They 
preferred  to  believe  that  the  center  and  its  services 
were  among  the  best  available.  But  the  substandard 
image  of  CMC  held  by  outsiders  had  created  doubts, 
even  in  their  minds. 

Why  Accreditation? 

In  the  fall  of  1983,  a number  of  improvements  had 
occurred  at  CMC  and  others  were  on  the  drawing  board. 
The  facility  itself  was  undergoing  a facelift.  A flawed 

* C.  George  Tulli.  Jr.,  Capstone  Medical  Center,  700  University  Blvd.,  East, 
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exterior  finish  had  been  replaced  and  plans  were  un- 
derway to  construct  new  and  larger  clinical  areas  for 
family  medicine  and  obstetrics  and  gynecology.  A new 
computer  system  had  been  introduced  providing  greater 
accuracy  in  patient  billing. 

On  the  administrative  side,  a number  of  marginal 
employees  in  key  positions  had  been  replaced  over  a 
period  of  time  with  talented  newcomers.  Many  ad- 
ministrative and  medical  practice  policies  and  proce- 
dures were  developed,  sanctioned  by  the  faculty  and 
implemented.  Several  vacancies  on  the  medical  faculty 
had  been  filled,  reaching  the  full  compliment  of  faculty 
in  most  departments. 

There  were  discussions  of  other  ambitious  plans  for 
the  practice,  but  it  was  apparent  to  administration  and 
members  of  the  medical  staff  that  certain  initiatives 
would  be  difficult  to  accomplish  without  some  com- 
pelling justification.  Change  rarely  comes  voluntarily 
to  such  organizations. 

Yet,  administration  believed  that  there  should  also 
be  a formal  acknowledgement  of  the  numerous  man- 
agement, personnel,  quality  assurance,  and  facility  im- 
provements that  had  already  taken  place  at  CMC.  The 
center  and  its  personnel  could  no  doubt  use  some  rec- 
ognition for  these  significant  internal  accomplish- 
ments. 

Seeking  accreditation  from  one  of  the  national  re- 
view organizations  was  proposed  as  a possible  answer 
to  both  concerns.  A CMC  family  practitioner,  who 
had  served  as  a JCAH  physician  surveyor  for  several 
years,  provided  additional  resources  for  this  idea.  Fol- 
lowing a review  of  the  standards  and  discussions  of 
the  ramifications  of  such  an  initiative  with  CMC  nurs- 
ing, medical  records  and  laboratory  supervisors,  the 
concept  was  presented  for  consideration  by  the  medical 
staff. 

As  expected,  the  proposal  met  with  a series  of  ob- 
jections in  this  forum.  There  were  protests  about  the 
excessive  amount  of  paperwork  and  the  excessive  — 
in  their  view  — amount  of  time  and  money  required. 
And,  after  all,  accreditation  was  not  necessary  to  re- 
ceive reimbursement  from  insurance  carriers  for  serv- 
ices provided. 

continued  on  page  21 
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%lThe  work  I 'm  doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high-altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact.  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  H 
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In  defense  of  the  initiative,  administration  suggested 
) that  voluntary  ambulatory  health  care  accreditation 
i would  demonstrate  the  efforts  of  the  physicians  and 
staff  to  strive  for  excellence.  Furthermore,  it  was  ar- 
, greatly  enhance  the  image  of  the  CMC  in  the  university 
community  as  well  as  the  local  community. 

However,  it  should  be  noted,  in  all  fairness  to  the 
physicians,  that  their  objections  to  accreditation  were 
also  arising  in  the  academic  communities.  Due  to  the 
cost  in  time  and  money,  many  institutions  are  reas- 
sessing the  accreditation  process  to  determine  if  the 
benefits  derived  equal  the  efforts  expended.  (Doerr, 
1983). 

It  was  the  intuition  of  administration,  in  this  case, 
that  the  effort  would  be  the  benefit.  The  objective 
analysis  by  trained  observers  would,  hopefully,  pro- 
vide added  validity  to  proposed  improvements  in  the 
operations  of  CMC.  Therefore,  the  process  of  prepar- 
ing the  institution  for  an  accreditation  survey  appeared 
■ to  be  of  greater  value  than  the  outcome, 
f Ultimately  the  decision  was  made  to  seek  accredi- 
, tation  from  the  JCAH  Ambulatory  Health  Care  Pro- 
[ gram.  This  choice  was  made  primarily  due  to  greater 
familiarity  with  that  program  through  the  physician 
surveyor  on  staff.  However,  standards  established  by 
I the  Accreditation  Association  for  Ambulatory  Health 
Care  (AAAHC)  are  quite  similar  and  make  comparable 
I demands  upon  a facility  and  its  program.  (AAAHC, 

I 1985). 

The  JCAH  standards  were  reviewed,  major  CMC 
j deficiencies  were  identified,  and  corrective  measures 
j assigned  to  each  of  the  administrative  departments. 

1 Issues  and  deficiencies  related  to  medical  care  were 
! referred  to  physicians  for  their  disposition. 

An  integral  part  of  this  process  was  the  development 
of  a comprehensive  quality  assurance  plan  and  reor- 
ganization of  a Quality  Assurance  Committee.  The 
former  “audit  committee”  was  restructured  with  new 
membership,  expanded  duties,  and  increased  influ- 
ence. Studies  were  initiated  to  address  clinical  and 
administrative  problems.  One  of  the  pitfalls  for  a phy- 
sician committee  charged  with  “quality  assurance”  is 
a tendency  to  focus  on  “safe”  administrative  problems 
I which  would  not  involve  a critique  of  the  quality  of 
medical  care  provided  by  other  physicians.  While  it 
was  a slow  process,  a gradual  understanding  of  the 
JCAH  standards  on  quality  assurance  led  the  com- 
mittee to  carefully  assess  the  quality  of  care  provided 
to  CMC  patients  and  how  well  that  care  was  docu- 
mented in  the  medical  record. 

Efforts  in  all  areas  paid  off  when  the  Capstone  Med- 
j ical  Center  was  surveyed  and  accredited  by  JCAH  in 
March,  1985.  CMC  became  the  nation’s  first  univer- 
I sity-sponsored  non-hospital  based  facility  to  receive 
accreditation  by  that  review  body. 


Experience  with  Reported  Benefits 

As  the  accreditation  process  is  studied  now  in  ret- 
rospect, one  must  ask  what  benefits,  if  any,  have  come 
to  CMC  as  a result  of  the  JCAH  review?  Were  the 
advantages  to  ambulatory  care  facilities,  as  claimed 
by  JCAH,  realized  and  if  so,  to  what  extent?  Both 
accrediting  agencies  purport  a series  of  benefits  to  its 
member  organizations.  The  experience  at  Capstone 
Medical  Center  has  led  to  certain  conclusions  in  regard 
to  accreditation  benefits  as  defined  by  JCAH.  (1982). 

1.  Ambulatory  health  care  accreditation  demon- 
strates compliance  with  nationally  recognized  stand- 
ards for  ambulatory  care  programs. 

The  standards  are  indeed  practical  and  pay  particular 
attention  to  issues  most  germane  to  ambulatory  care. 
Based  on  extensive  knowledge  of  freestanding  am- 
bulatory health  care  facilities,  the  standards  focus  on 
quality  assurance,  quality  of  care,  medical  record  doc- 
umentation, patient  rights  and  responsibilities,  gov- 
ernance, facilities/environment,  and  administration. 

Some  criteria  seemed  less  applicable  to  CMC  simply 
because  of  the  multi-tiered  bureaucracy  indigenous  to 
the  academic  medical  practice.  Most  standards,  how- 
ever, were  appropriate  and  served  to  reinforce  estab- 
lished practices  in  the  center. 

2.  Accreditation  provides  the  program  with  individ- 
ualized consultation  and  education  based  on  national 
experience  to  help  them  in  their  self-improvement  ef- 
forts. 

The  survey  team  did  provide  CMC  with  practical 
suggestions  on  how  to  improve  the  practice.  In  a series 
of  recommendations,  they  proposed  developing  a 
standardized  problem  list  and  medication  records  that 
would  be  functional  for  all  disciplines.  It  had  been 
very  difficult  to  establish  any  degree  of  uniformity  in 
CMC  medical  records  due  to  each  department’s  custom 
of  developing  a variety  of  forms  for  its  exclusive  use 
and  placing  them  in  random  sections  of  the  chart.  This 
JCAH  recommendation  enabled  administration  to  seek 
a consensus  from  the  various  departments  and  establish 
in  policy  form  the  standard  format  and  acceptable  forms 
for  all  CMC  medical  records. 

As  a corollary,  the  survey  team  also  suggested  de- 
veloping detailed  procedures  for  the  use  of  the  problem 
list  and  medication  list  and  auditing  their  usage  to 
monitor  compliance.  The  CMC  Quality  Assurance 
Committee  became  an  enthusiastic  advocate  for  this 
recommendation.  Lack  of  systematic  completion  of  the 
various  problem  and  medication  lists  previously  used 
had  rendered  them  virtually  useless  in  clinical  situa- 
tions. A physician  reviewing  a chart  for  the  first  time 
could  not  rely  upon  the  information  provided  in  the 
problem  list  to  present  a true  and  current  report  on  the 
patient’s  status.  Thus,  a targeted  physician  education 
program  was  initiated  with  faculty  physicians  taking 
the  lead  to  insure  that  the  resident  physicians,  as  well 
as  themselves,  updated  problem  and  medication  lists. 
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Another  suggestion  from  the  survey  team  involved 
medical  abbreviations.  A review  of  CMC  charts  re- 
vealed extensive  use  of  abbreviations  with  little  con- 
sistency in  application.  The  abbreviation  “r.o.m.”  was 
just  as  likely  to  mean  “right  otitis  media”  or  “range 
of  motion”  as  “rupture  of  membrane.”  Ultimately  the 
CMC  governing  body  endorsed  an  approved  list  of 
acceptable  abbreviations  to  alleviate  the  confusion  and 
potential  risk  associated  with  duplicate  abbreviations. 
The  Quality  Assurance  Committee  will  monitor  the 
physicians’  adherence  to  this  list. 

Perhaps  one  of  the  more  fundamental  suggestions 
had  the  most  radical  impact  on  the  attitudes  of  the 
medical  leadership.  The  survey  team  suggested  crea- 
tion of  a review  mechanism  for  the  evaluation  of  clin- 
ical personnel  prior  to  their  appointment  or  reappoint- 
ment as  clinicians.  In  the  past,  the  departmental 
chairmen  had  had  almost  sole  responsibility  for  re- 
viewing the  credentials  and  hiring  medical  faculty  in 
their  departments.  Most  often,  physicians  in  other  de- 
partments heard  about  the  addition  of  another  physi- 
cian to  the  practice  after  the  fact.  The  simple  act  of 
presenting  the  credentials  of  a prospective  faculty 
member  for  review  and  formal  approval  by  the  gov- 
erning body  was  one  of  the  first  instances  where  the 
medical  leadership  operated  as  a true  “group  prac- 
tice,” acknowledging  that  appointments  or  reappoint- 
ments to  the  medical  staff  were  concerns  of  all  phy- 
sicians in  the  Capstone  Medical  Center. 

3.  The  accreditation  program  utilizes  a quality  as- 
surance process  that  serves  as  a management  tool, 
and  an  ongoing  self-monitoring  process  to  assure  pa- 
tients and  families  of  quality  care  between  surveys. 

It  may  be  an  overstatement  to  suggest  that  the  quality 
assurance  process  serves  as  a management  tool  that 
assures  quality  care  to  patients.  At  the  very  least,  how- 
ever, this  system  focused  attention  on  certain  key  areas 
at  CMC.  As  stated  previously,  the  quality  assurance 
measures  encouraged  physician  leadership  to  evaluate 
the  quality  of  patient  treatment  being  provided.  Through 
an  ongoing  monitoring  system,  it  allowed  the  physi- 
cian leadership  to  identify  deficiencies  in  either  patient 
treatment  practices  or  in  medical  record  documenta- 
tion. Obviously,  sensitivity  to  such  deficiencies  for 
medical  practice,  medical-legal  and  risk  management 
purposes  is  a goal  of  any  medical  group.  The  quality 
assurance  program  simply  formalizes  that  objective. 

Recently,  changes  have  been  proposed  in  the  JCAH 
standards  that  would  make  the  findings  of  an  organi- 
zation’s quality  assurance  activities  a criterion  for  as- 
signing or  curtailing  clinical  privileges  as  well  as  an 
element  of  performance  appraisals  for  support  staff.  If 
these  revisions  are  adopted,  the  additional  weight  at- 
tached to  the  quality  assurance  process  will  indeed 
prove  to  be  a management  tool. 

4.  Accreditation  facilitates  recruitment  of  profes- 
sional staff. 


While  it  may  be  attractive  to  suggest  that  accredi- 
tation facilitates  the  recruitment  of  professional  staff, 
it  is  probably  more  a reflection  of  hope  than  a reality. 
In  a “state  of  the  residency’  ’ report  presented  by  thirty- 
six  family  practice  residents  at  CMC,  it  was  noted  that 
the  resident  and  faculty  physicians  were  impressed  by 
the  accreditation  of  the  center. 

There  was,  however,  little  evidence  from  physician 
employment  interviews  or  resident  prospect  interviews 
to  suggest  that  they  were  drawn  to  CMC  because  of 
its  accreditation.  It  may  be  that  accreditation  is  re- 
garded by  prospective  professional  staff  members  as 
a logical  byproduct  of  a successful  program. 

5 . Accreditation  motivates  ambulatory  care  staff  to 
improve  services  and  care  within  programs. 

In  a university  ambulatory  health  care  facility,  ac- 
colades are  showered  on  faculty,  resident  physicians, 
and  medical  students  for  varied  academic  pursuits  and 
accomplishments.  Support  staff  often  remain  unrec- 
ognized for  their  contributions  and  achievements. 

Since  accreditation  was  a team  effort  requiring  co- 
operation from  the  staff  as  well  as  physicians,  it  was 
also  recognized  as  a staff  achievement.  An  improve- 
ment in  employee  morale  was  observed  at  CMC  (at 
least  for  a short  period)  following  the  accreditation 
announcement.  Changes  in  work  practices  or  proce- 
dures recommended  in  the  name  of  “accreditation” 
were  regarded  by  the  staff  as  reasonable  rather  than 
burdensome. 

6.  Accreditation  facilitates  reimbursement  from  in- 
surance companies  and  other  organizations  and  agen- 
cies. 

Some  preliminary  evidence  suggests  that  accredi- 
tation can  make  a contribution  toward  increasing  the 
income  of  an  ambulatory  care  center  and  enhance  its 
reimbursement  from  third  party  carriers. 

While  it  may  have  been  a unique  occurrence,  on  the 
day  after  a local  newspaper  carried  an  announcement 
of  the  accreditation,  a private  firm  contacted  CMC 
with  a request  that  the  center’s  physicians  do  all  the 
firm’s  preemployment  physicals.  The  company  rep- 
resentative indicated  to  the  CMC  physician  handling 
industrial  accounts  that  he  was  interested  in  CMC  be- 
cause of  its  accreditation. 

It  has  also  been  observed  that,  in  some  states.  Blue 
Cross  and  Blue  Shield  will  pay  for  treatment  only  at 
ambulatory  care  facilities  which  are  accredited.  More- 
over, some  experts  believe  that  future  third  party  reim- 
bursement will  be  quite  dependent  upon  whether  or 
not  the  freestanding  ambulatory  health  care  facilities 
are  accredited.  (Punch,  1985). 

7.  Accreditation  demonstrates  an  ambulatory  care 
program’s  commitment  to  quality  care. 

Inviting  expert  consulting  physicians  to  visit  and 
assess  the  quality  of  care  provided  at  CMC  was  a little 
threatening,  particularly  to  the  physicians.  But  doing 
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so  did  demonstrate  a willingness  on  the  part  of  the 
physicians  and  staff  to  objectively  look  at  the  center’s 
warts.  It  also  reflected  the  physicians’  confidence  that 
the  patient  care  provided  at  CMC  is  of  high  quality. 
The  accreditation  process  indicated  a willingness  of 
the  physicians  and  staff  to  accept  constructive  criticism 
and  use  it  to  improve  the  health  services  being  pro- 
vided to  patients. 

Some  Unexpected  Benefits 

In  spite  of  all  the  real  and  reported  benefits  of  am- 
bulatory care  accreditation,  perhaps  the  most  signifi- 
cant after-effects  of  the  experience  at  CMC  were  not 
among  those  originally  anticipated.  A healthy  dialogue 
developed  among  the  professional  staff  with  the  ac- 
creditation preparations  and  has  continued  long  after 
the  surveyors  have  gone.  Some  questions  and  issues 
that  would  likely  have  been  ignored  are  now  discussed 
and  debated  with  conviction;  What  rights  should  pa- 
tients have?  What  is  a minimum  standard  of  care  for 
this  illness?  How  should  we  structure  committees  to 
maximize  effectiveness  and  address  internal  issues  ap- 
propriately? This  process  has  converted  some  physi- 
cian skeptics  to  advocates  for  ambulatory  health  care 
center  improvements  and  quality  assurance  efforts. 

Moreover,  accreditation  has  improved  the  image 
physicians  and  staff  themselves  have  had  of  the  Cap- 
stone Medical  Center.  Accreditation  recognized  what 
was  suspected  but  hard  to  believe  due  to  the  early 
history,  i.e.,  that  the  services  provided  at  this  center 
were  as  good  as  those  to  be  found  anywhere.  Physi- 
cians and  staff  no  longer  categorize  the  CMC  as  a 
“university  clinic”  but  as  a “modern  and  attractive 
health  care  center.”  It  is  believed  that  this  attitudinal 
change  reflected  in  the  physicians  and  staff  has  con- 
tributed to  an  increased  percentage  of  paying  patients 
in  the  patient  service  population  of  the  Capstone  Med- 
ical Center. 

The  experience  at  Capstone  Medical  Center  has 
demonstrated  that  accreditation  benefits  will  largely  be 
realized  by  a participating  medical  practice  and  will 
clearly  be  worth  the  energy  expended  in  this  self-im- 
provement process.  0 
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Abstract 

A first  episode  of  psychotic  behavior  with 
strong  features  of  first-rank  Schneiderian 
symptoms  is  documented  in  a twenty-four  year 
old  black  female  with  congenital  agenesis  of 
the  corpus  callosum.  These  findings  and  cor- 
related obserations  were  discussed  in  the  light 
of  Nasrallah’s  postulated  mechanism  for 
Schneiderian  delusions. 


Introduction 

The  role  of  the  corpus  callosum  in  conscious  aware- 
ness and  cognitively  determined  behavior  in  hu- 
mans has  been  a tantalizing  and  controversial  issue  for 
many  years  but  views  have  undergone  a revolutionary 
reinterpretation  since  the  epoch-making  observations 
of  Sperry'-^  and  his  collaborators.^'* 

New  neuroradiologic  techniques  (CAT)  appear  to 
suggest  that  complete  or  partial  agenesis  of  the  corpus 
callosum  is  more  frequent  than  formerly  thought.’  For 
the  last  fifteen  years,  the  role  of  the  corpus  callosum 
in  the  pathogenesis  of  schizophrenia  has  been  consid- 
ered by  numerous  authors. 

Nasrallah'*  has  recently  proposed  a mechanism  for 
schizophrenic  signs  and  symptoms  based  on  a growing 
body  of  evidence  pointing  to  a disturbance  of  cerebral 
interhemispheric  integration. 

The  case  documented  in  this  paper  may  well  serve 
as  an  example  of  interhemispheric  disconnection  in  a 
young  woman  with  radiological  documentation  of  cal- 
losal agenesis.  There  is  hardly  any  information  in  the 
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literature  concerning  the  corpus  callosum  using  CT‘* 
or  of  its  agenesis  as  demonstrated  by  CT.’  This  is  the 
first  case  known  to  us  of  a patient  with  psychosis, 
callosal  agenesis,  CT  and  MR  medical  imaging,  and 
computer-assisted  EEG  evaluation  during  the  acute 
psychotic  episode. 

Case  Presentation 

This  twenty-four  year  old  black  female  was  brought 
to  the  emergency  room  and  admitted  to  our  psychiatric 
inpatient  service  with  a three  to  five  day  history  of 
acute  psychotic  episode  characterized  by  hearing 
voices,  social  withdrawal,  refusal  to  talk,  and  other 
behavioral  changes.  Her  husband  felt  that  she  had  be- 
come a threat  to  herself  as  well  as  the  children.  She 
had  held  a small  child  out  in  front  of  her  in  a manner 
suggesting  she  might  drop  him.  Thought  content  per- 
sistently turned  around  the  idea  that  her  husband  was 
the  Devil  and  was  trying  to  control  her  mind,  steal  her 
soul,  cause  her  to  give  up  her  faith,  and  take  her  from 
Jesus  whose  voice  she  was  hearing,  telling  her  the 
“truth,”  giving  her  the  Scriptures,  and  warning  her 
about  the  Devil.  She  was  oriented  in  all  three  spheres 
and  exhibited  no  suicidal  or  homicidal  ideation.  Ap- 
pearance was  unkempt  and  disheveled.  Facial  features 
were  expressionless.  She  responded  poorly  and  errat- 
ically to  questions.  She  spoke  softly  and  slowly,  her 
sentences  were  fragmentary  and  loaded  with  religious 
words  and  motives.  She  would  slowly  close  or  flutter 
he  eyelids.  Other  times  she  would  inappropriately  an- 
swer a question  by  starting  the  humming  of  a hymn. 
Other  unusual  behaviors  included  clenching  of  the  fists. 
Mental  status  exam  was  unremarkable. 

She  had  no  history  of  previous  psychiatric  admis- 
sions or  of  epilepsy  but  provided  a long  history  of 
suboccipital  headaches  of  short  duration  which  ra- 
diated to  temporal  areas  and  subsided  with  aspirin. 


December  1988  / 27 


Figure  lA:  Coronal  MR  image  showing  an  abnormal  corpus 
callosum  which  is  much  thinner  than  normal  on  the  right  ( left  side 
of  picture).  There  is  apparently  a complete  defect  in  the  corpus 
callosum  just  to  the  right  of  the  midline  (arrow). 


These  headaches  were  not  accompanied  by  visual  or 
autonomic  complaints.  She  also  revealed  complaints 
of  chronic  loss  of  balance  and  dizziness  which  had 
been  previously  diagnosed  as  Meniere’s  Syndrome. 

Physical  examination  revealed  no  abnormalities  ex- 
cept for  mild  dehydration  and  she  had  no  physical 
complaints.  Neurological  exam  likewise  was  unre- 
vealing of  any  abnormalities  or  deficits.  Laboratory 
tests  were  negative  except  for  mild  hyponatruria  and 
hypokalemia  which  consultants  from  internal  medicine 
deemed  insufficient  to  explain  the  psychotic  episode. 
Indeed,  these  altered  chemistries  corrected  themselves 
readily  and  spontaneously. 

Audiologic  examination  revealed  normal  left  ear  for 
pure  tone,  air  and  bone  conduction,  and  a slight  low 
frequency  decrease,  apparently  sensorineural,  in  the 
right  ear.  Speech  audiometric  scores  were  normal  bi- 
laterally. Tympanograms  showed  normal  middle  ear 
compliance  and  pressure  in  both  ears  although  slightly 
higher  in  the  right  than  in  the  left.  Stapedial  reflexes 
were  normal  when  measured  from  the  left  ear  but  ab- 
sent with  measurement  from  the  right  ear.  This  pattern 
was  considered  compatible  with  mild,  unilateral  con- 
ductive hearing  loss  or  facial  nerve  involvement  on 
the  right  side. 

A brain  CT  scan  revealed  a typical  steer  horn  con- 
figuration of  the  lateral  ventricles  suggestive  of  agen- 
esis of  the  corpus  callosum.  There  was  a question  as 
to  whether  the  agenesis  was  partial  or  complete.  Fur- 
ther coronal  MR  scans  revealed  that  in  some  areas 
there  was  a rudiment  of  the  corpus  callosum.  In  other 
areas  it  appeared  deformed  with  defects  generally  just 
to  the  right  of  the  midline.  Thus,  the  right  side  of  the 
corpus  callosum  was  considerably  more  dysgenetic  than 
the  left  (Fig.  1 A).  Midline  sagittal  MR  images  showed 
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Figure  IB:  Midline  sagittal  image  showing  the  same  very  short 
and  deformed  corpus  callosum  located  below  its  normal  position. 
No  cingulate  gyrus  can  be  identified. 


a short  and  deformed  corpus  callosum  which  was  lo-' 
cated  below  its  normal  position.  No  cingulate  gyrus 
could  be  identified  (Fig.  IB).  No  intraparenchymal 
lesions  were  identified  and  no  significant  ventricular 
dilatation  or  subependymal  calcifications  were  appar- 
ent. 

The  EEG  was  normal  with  no  evidence  of  epilep- 
togenic activity  and  a symmetrical  background  rhythm. 
Analysis  of  the  background  EEG  showed  some  qual- 
itative differences  from  normal  controls  which  could 
not  be  verified  statistically.  This  difference  of  averaged 
msec  epochs  is  one  of  increased  side  to  side  variation 
in  the  spontaneous  EEG  when  viewed  dynamically 
from  0 to  512  msec.  The  characteristic  of  this  differ- 
ence was  revealed  by  an  auditory  P300  wave  evoked 
by  paying  attention  to  a novel  auditory  stimulus.  The 
usual  response  is  a reasonably  symmetrical  one  at  the 
midline.  However,  in  this  patient  it  was  strongly  em- 
phasized to  the  right  parieto-occipital  region.  This  lat- 
eralization response  to  novel  stimuli  both  auditory  and 
visual,  is  seen  as  a difference  from  controls  in  indi- 
viduals with  learning  problems. 

Neuropsychological  evaluation  revealed  a verbal  IQ 
of  103,  a performance  of  97  and  a Full  Scale  IQ  of 
101.  These  scores  indicate  normal  intelligence.  Other 
than  a high  digit  span  scale  score  of  15,  there  was 


nothing  unusual  about  her  performance.  No  intellec- 
tual deficiencies  were  revealed.  Her  memory  systems 
were  intact.  None  of  the  tests  revealed  any  neuro- 
psychological problems  that  could  seriously  interfere 
with  her  daily  functioning.  Only  a slight  deficiency  in 
the  tactile  sense  was  seen.  A two  point  tactile  discrim- 
ination of  12  cm.  was  observed  on  her  right  wrist,  but 
on  the  left  was  only  4 cm.  However,  her  responses  to 
other  tactile  stimuli  were  normal. 

Although  she  could  use  either  hand  effectively,  she 
used  her  left  hand  for  writing  and  some  fine  motor 
tasks,  but  her  right  hand  for  all  other  activities.  She 
behaved  in  a mixed  dominance  fashion,  but  with  the 
potential  to  use  either  hemisphere. 

During  the  examination,  she  was  alert,  attentive, 
cooperative  and  motivated.  Affect  appeared  to  be  ap- 
propriate and  she  possessed  a good  sense  of  humor. 
No  psychotic  symptoms  were  noticed  by  this  time. 
She  recognized  that  she  had  had  a serious  psychotic 
episode.  She  blamed  her  condition  on  alcoholism, 
strained  marital  relations,  desperate  economic  condi- 
tions, and  above  all,  membership  in  a “Jim  Jones” 
type  of  fundamental  church  group  that  believes  in  de- 
monology. The  influence  of  this  group  on  both  her 
husband  and  herself  was  pervasive.  During  therapy, 
she  had  broken  away  from  this  organization  and  was 
trying  to  put  her  life  back  together.  She  described  her 
husband  as  being  in  the  same  condition  that  she  was 
before  admission.  He  was  unemployed  and  she  stated 
that  he  had  displayed  some  of  the  same  psychotic  ac- 
tions as  she  did. 

Karyotype  and  metabolic  examinations  were  within 
normal  range. 

Discussion 

The  most  striking  finding  about  this  patient  is  that 
despite  clear  radiological  evidence  of  agenesis  of  the 
corpus  callosum,  at  least  on  one  side,  she  had  no 
neurological  signs  or  symptoms  or  neuropsychological 
findings  of  interhemispheric  disconnection  syndrome. 
This,  in  and  of  itself,  is  not  surprising.  Indeed,  in- 
vestigators of  the  effects  of  agenesis  of  the  corpus 
callosum  have  often  been  impressed  with  the  paucity 
of  manifestations  of  impairment  found  in  this  condi- 
tion.But  perhaps  more  specialized  tachistoscopic 
testing  than  we  were  capable  of  providing,  would  be 
required  to  elicit  independent  perceptions  from  the  two 
hemispheres.  On  the  other  hand,  one  surprising  feature 
in  adults  subjected  to  complete  commissurotomy  is  that 
after  an  initial  post-operative  period  of  interhemis- 
pheric conflict,  there  is  a return  to  baseline  behavior 
and  former  evidence  by  personality  disturbance  van- 
ishes. There  are  probably  important  but  subtle  cog- 
nitive and  behavioral  differences  between  patients  with 
complete  adult  commissurotomy^'®  and  agenesis  of  the 
corpus  callosum,  congenital  as  is  probably  in  our  ca.se. 

The  second  important  feature  of  this  case  is  that  her 


hallucinatory  and  delusional  content  have  a strong 
Schneiderian  flavor  with  delusions  of  influence  from 
outside  (husband),  thought  withdrawal  and  thought  in- 
sertion competitively  between  Jesus  and  the  Devil 
(again  husband).  Nasrallah'®  has  emphasized  the  first- 
rank  Schneiderian  symptom  coloring  when  the  inhib- 
itory interhemispheric  awareness  is  impaired.  The  re- 
ligious symbolization  is  probably  contributed  by  the 
patient’s  cultural  background  (Devil),  the  non-self,  the 
contents  of  her  right  hemispheric  consciousness.  Her 
severe  withdrawal  from  reality  to  an  internal  world 
may  also  represent  an  attempt  to  ward  off  from  the 
self  (left  hemisphere  consciousness)  the  intrusive  right 
hemispheric  awareness. 

Thirdly,  Nasrallah'®  postulates  that  anatomical  sep- 
aration of  the  two  cerebral  hemispheies  by  complete 
commissurotomy  should  permanently  relieve  Schnei- 
derian first-rank  symptoms  by  eliminating  the  infor- 
mation exchange  between  the  cerebral  hemispheres, 
or  that  patients  with  “split-brains”  should  never  ex- 
perience a schizophrenic-like  psychosis.  But  our  case 
clearly  shows  that  first-rank  symptoms  or  other  psy- 
chotic manifestations  are  quite  possible  in  agenesis  of 
the  corpus  callosum.  As  he  points  out,  however,  the 
effects  of  total  commissurotomy  in  schizophrenia  have 
not  yet  been  tested.  H 
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Tl«  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  HEALTH  CARE  TEAM 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


Genital/ Chlamydia 
Trachomatis  Infection 


Pamela  R.H.  Guoth,  M.D. 
Johnnie  W.  Stevens,  M.D.* 


Abstract 

Chlamydia  trachomatis  (CT)  is  firmly  es- 
tablished as  an  important  genital  pathogen, 
usually  resulting  in  mild  symptoms  of  genital 
inflammation  but  sometimes  serious  late  ill  ef- 
fects. In  order  to  study  the  symptomatology 
and  the  prevalence  of  this  infection  in  females 
in  a family  practice  setting,  endocervical  spec- 
imens of  79  asymptomatic  and  246  sympto- 
matic patients  (suspicious  for  CT  genital  in- 
fection) were  evaluated  with  a fluorescence 
labeled  monoclonal  CT  antibody  method. 

The  prevalence  of  CT  genital  infection  found 
was  similar  in  the  symptomatic  (4.9%)  and 
asymptomatic  (6.2%)  group,  when  patients 
with  predictive  history  or  symptoms  had  been 
studied  together.  Studying  the  predictive  his- 
tory or  symptoms  separately,  (i.e.  race,  age, 
marital  and  employment  status,  mode  of  con- 
traception, number  of  sexual  partners  in  the 
last  6 months,  vaginal  discharge,  urinary  tract 
infection,  previous  and  current  antibiotic  ther- 
apy and  previous  genital  illness)  did  not  show 
any  correlation  with  CT  prevalence  rate. 
Chronic  cervicitis  was  found  to  be  the  only 
separate  predictive  factor  for  CT  infection  and 
the  only  separate  indication  alone  for  CT 
screening  in  a low  risk  population  in  a family 
practice  setting.  However,  if  a screening  pro- 
gram were  based  only  on  the  presence  of 
chronic  cervicitis.  Chlamydia  trachomatis  gen- 
ital infection  would  only  be  detected  in  about 
50%  of  positive  cases  in  a family  practice  set- 
ting. (This  is  why  further  evaluation  of  histor- 
ical data  or  symptoms,  increasing  predictabil- 
ity of  chronic  cervicitis  for  CT  infection,  is 
needed.) 


’Mailing  address:  Johnnie  W Stevens,  M D . Carraway  McthcxIisI  Medical  Center, 
3001  North  27th  St..  Birmingham.  AL  35207. 


Introduction 

Chlamydia  trachomatis,  the  causative  agent  of  tra- 
choma, is  now  firmly  established  as  an  important 
genital  tract  pathogen  in  industrialized  countries.'-^ 
Epidemiologic  studies  show  that  it  causes  30%  to  50% 
of  nongonococcal  urethritis,^  up  to  60%  of  pelvic  in- 
flammatory diseases, epididymitis,^  salpingitis,^ 
perihepatitis,  peritonitis'^  in  adults,  as  well  as 
conjunctivitis*  and  pneumonia^  in  newborn  babies.  Pa- 
tients with  chlamydial  salpingitis  tend  to  have  a milder 
disease  and  are  found  to  be  less  febrile  than  those  with 
gonococcal  salpingitis.  Routine  screening  has  shown 
that  40%  to  100%  of  women  with  Chlamydia  tra- 
chomatis genital  infection  are  asymptomatic.  Para- 
doxically, these  patients  have  poor  fertility  prospects. 
In  order  to  study  the  predictive  symptoms  of  genital 
Chlamydia  trachomatis  infection  and  to  determine  that 
an  unselected  population  is  at  high  or  low  risk  for  this 
infection,  the  prevalence  of  this  sexually  transmitted 
disease  was  evaluated  in  symptomatic  and  asympto- 
matic women  in  a family  practice  setting  in  Birming- 
ham, Alabama. 

Patients  and  Methods 

An  undifferentiated  population  of  324  women  be- 
tween ages  of  14  and  64,  who  required  pelvic  exam- 
ination for  any  reason,  were  examined  by  resident 
physicians  of  the  Carraway  Family  Medicine  Center, 
Birmingham,  Alabama.  Demographic  data  such  as  age, 
race,  marital  and  employment  status,  mode  of  contra- 
ception, number  of  sexual  partners  in  the  last  6 months, 
and  medical  history  such  as  previous  and  current  an- 
tibiotic therapy,  previous  pelvic  inflammatory  disease 
was  collected.  Predictive  symptoms,"-  such  as  pres- 
ence of  abdominal  pain,  vaginal  discharge,  bleeding 
induced  by  endocervical  swabbing,  dysuria,  urinary 
frequency,  urinary  urgency  — representing  chronic 
adnexitis,  vaginitis,  cervicitis  and  urinary  tract  infec- 
tion, respectively,  were  examined.  Patients  were  di- 
vided into  asymptomatic  and  symptomatic  groups  based 
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on  symptoms  reported  here,  suspicious  for  Chlamydia 
trachomatis  infection.  The  specimens,  collected  by 
speculum  examination  and  swabbing  of  the  endocervix 
with  a dacron  swab  from  patients,  were  checked  for 
the  presence  of  Chlamydia  trachomatis  in  the  genital 
tract,  by  MicroTrac  (Syva)  immunofluorescence 
method.'^ 

Swabs  were  immediately  rolled  onto  a single-well 
glass  slide.  After  allowing  the  slides  to  air  dry,  the 
specimens  were  fixed  with  acetone  for  10  minutes, 
and  were  sent  to  the  laboratory  for  analysis  within  a 
few  hours  of  collection.  The  slides  were  then  overlaid 
with  fluorescein-labeled  monoclonal  antibodies  for 
Chlamydia  trachomatis  and  incubated  for  30  minutes 
at  32°C  in  a moist  chamber.  The  specimens  were  then 
rinsed  in  1/15  M Phosphate  buffer  for  10  minutes  and 
in  deionized  water  for  10  seconds.  After  staining,  the 
slides  were  allowed  to  dry  and  mounted  with  glycerin. 
A fluorescence  microscope  was  used  for  the  evaluation 
of  the  specimens. 

Fisher’s  exact  2-tail,  Chi-square  tests  and  correla- 
tion analysis  were  performed  for  statistical  evaluation 
on  an  IBM  3083  CRX  computer,  using  the  Statistical 
Analysis  System. 


TABLE  4 


Prevalence  of  CT  infection  regarding  the  mode 
of  contraception 


Birth  control  method 

CT  positive 

CT  negative 

No  protection 

4 

58 

Condom 

0 

16 

Diaphragm 

0 

5 

lUD 

6 

13 

Oral  contraception 

10 

157 

Tubal  ligation 

2 

53 

TABLE  5 

Prevalence  of  CT  infection  regarding  the  number  of 
sexual  partners  in  the  last  6 months. 


Number  of 

sexual  partners  No  answer  None  One  More  than  one 

CT  positive  1 1 19  1 

CT  negative  49  2 238  8 


TABLE  1 

Prevalence  rate  of  CT  infectioi. 

of  patients. 

regarding  the  race 

Race 

Black 

White 

CT  Positive 

19 

3 

CT 

247 

55 

Negative 

TABLE  6 

Prevalence  of  CT  infection  regarding  the  employment 
status  of  the  patients. 


Employment 

Yes 

No 

CT  positive 

8 

14 

CT  negative 

92 

210 

TABLE  2 

Prevalence  rate  of  CT  infection  regarding  the  age 
of  patients. 

Age  group  (year) 

14-19  20-29  30-39  40-49  50-59  60-64 

CT  positive 

CT  negative 

0 4 7 5 5 1 

15  66  48  91  45  37 

TABLE  3 

Prevalence  rate  of  CT  infection  regarding  the  marital 
status  of  patients. 

Marital  status 

Divorced  Married  Single  Widow 

CT  positive 

CT  negative 

1 8 11  2 

27  96  175  4 

TABLE  7 

Prevalence  of  CT  infection  regarding  positive  previous 
medical  history  of  antibiotic  usage  in  the  last  12  months. 

Positive  previous  antibiotic  usage 

Yes 

No 

CT  positive 

3 

19 

CT  negative 

29 

273 

TABLE  8 

Prevalence  of  CT  infection  regarding  the  pelvic  pain 
of  patients. 

Pelvic  pain  None  Recently  Later  than  12  months 

CT  positive  14  8 0 

CT  negative  203  87  13 
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TABLE  9 

Prevalence  of  CT  infection  regarding  the  presence  and  the 
color  of  vaginal  discharge  of  patients. 


Vaginal  discharge  No  White  Yellow 

CT  positive  9 9 4 

CT  negative  103  121  78 


TABLE  11 

Prevalence  of  CT  infection  regarding  pelvic  inflammatory 

disease  (PID)  of  patients  in  the  last  12  months. 

Recent  PID 

No 

Yes 

CT  positive 

21 

1 

CT  negative 

111 

25 

TABLE  10 

Prevalence  of  CT  infection  regarding  urinary  tract 

infection. 

Urinary  tract  infection 

No 

Yes 

CT  positive 

14 

8 

CT  negative 

209 

93 

TABLE  12 

Prevalence  of  CT  infection  regarding  cervical  bleeding 
following  collection  of  endocervical  specimen  by 
Dacron  swab. 


Cervical  Bleeding  No  Yes 

CT  positive  11  11 

CT  negative  220  82 


Results 

The  324  patients  studied  here  belonged  primarily  to 
a low  income  urban  population,  with  an  average  in- 
come of  less  than  $12,000  per  year.  Seventeen  women 
(4.9%)  of  the  symptomatic  (246  females  suspicious 
for  CT  infection  and  five  women  (6.2%  of  the  asymp- 
tomatic group  (79  females)  were  found  to  have  Chla- 
mydia trachomatis  (DT)  infection,  based  on  a positive 
test  by  the  MicroTrac  (Syva)  method.  The  difference 
: in  the  prevalence  of  CT  infection  between  the  symp- 
tomatic and  asymptomatic  groups  was  not  significant, 
when  patients  with  a predictive  history  of  symptoms 
' were  evaluated  collectively.  The  prevalence  of  Chla- 
mydia trachomatis  genital  infection  did  not  correlate 
' with  race  (Table  1),  age  (Table  2),  marital  status  (Table 
3),  form  of  contraception  (Table  4),  number  of  sexual 
partners  (Table  5),  employment  status  (Table  6),  med- 
I ical  history  of  antibiotic  usage  in  the  last  12  months 
' (Table  7),  pelvic  pain  (Table  8),  vaginal  discharge 
' (Table  9),  dysuria,  urinary  frequency  or  urgency  (Ta- 
ble 10),  or  recent  pelvic  inflammatory  disease  (Table 
11),  when  evaluating  these  data  or  symptoms  sepa- 
rately. From  the  aforementioned  predictors,"  '^  only 
chronic  cervicitis  showed  positive  correlation  with  CT 
infection,  when  using  historical  data  or  diagnoses  sep- 
I arately  for  the  prediction  of  Chlamydia  trachomatis 
infection  (Table  12).  However,  selective  screening  of 
women  for  Chlamydia  trachomatis  genital  infection 
with  intercurrent  concurrent  cervicitis,  correlated  with 
about  50%  of  the  total  number  of  CT  infections  in  the 
screened  population,  in  the  family  practice  setting. 

I 

I 

Discussion 

The  incidence  of  Chlamydia  trachomatis  related 
genital  infections  seems  to  be  increasing,  especially  in 


the  area  of  sexually  transmitted  diseases.^  Unfortu- 
nately, cell  culture  techniques  for  the  detection  of 
Chlamydia  trachomatis  infection  are  laborious,  time 
consuming  and  costly.'^  '"  This  is  why  using  mono- 
clonal antibodies  against  species  specific  outer  mem- 
brane proteins  of  Chlamydia  trachomatis  bacteria  be- 
came a popular  technique  for  the  diagnosis  of  this 
genital  infection.'^  The  MicroTrac  (Syva)  direct  im- 
munofluorescence specimen  test  has  been  shown  to 
have  92%  sensitivity  and  98%  specificity,  when  false- 
negative results  are  lessened  by  adequate  sample  trans- 
portation and  evaluation  methods.'^ 

Untreated  Chlamydia  trachomatis  infection  may  re- 
sult in  serious  consequences  like  urethritis,^  salpingi- 
tis,^ perihepatitis''  or  infertility.  When  tubal  occlusion 
was  present,  Moore  et  al.'^  found  73%  positivity,  Pun- 
nonen  et  al'”'  demonstrated  91%  positivity  for  Chla- 
mydia trachomatis  infection.  In  other  similar  studies 
of  tubal  occlusion,  Henry-Suchett  al'^  showed  58%, 
Conway  et  aF°  observed  75%,  Allen  et  aF‘  reported 
61%  positivity  for  Chlamydia  trachomatis  infection. 
Kane  et  al  on  the  other  hand'®  demonstrated  only  11% 
positivity  for  anti-chlamydial  antibodies  in  infertile  pa- 
tients. While  the  isolation  rates  are  high  for  Chlamydia 
trachomatis  infection  in  infertile  patient  groups  or  in 
cases  of  acute  pelvic  inflammatory  diseases,  low  iso- 
lation rates  have  been  observed  in  the  control  groups 
of  the  above  mentioned  studies,  with  12%,  50%,  18%, 
24%,  8.6%  and  11%  prevalence  rate,  respectively. 
Comparing  these  data  with  our  results,  it  can  be  seen 
that  patients  in  a low  income  urban  population  area  in 
a family  practice  setting  in  Birmingham  belong  to  a 
low  risk  population  group"^  for  Chlamydia  trachomatis 
genital  infection. 

Based  on  some  previous  studies"  and  on  our  ob- 
servation here,  it  is  also  remarkable  that  using  screen- 
ing methods  unselectively  for  detection  of  Chlamydia 
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trachomatis  genital  infection  by  MicroTrac  (Syva) 
technique  in  a family  practice  setting  is  not  an  eco- 
nomical procedure  because  of  the  low  positivity  rate 
of  the  population  and  the  high  expenses"  of  the  method. 
At  the  same  time  the  physician  must  identify  Chla- 
mydia trachomatis  infection  to  lessen  the  serious,  late 
complications  of  the  disease.  In  order  to  lessen  the 
expenses,  but  to  restore  the  effectivity,  it  is  advisable 
to  look  for  positive  predictors  for  Chlamydia  trachom- 
atis genital  infection  before  screening  the  illness  with 
costly  methods. 

Studying  the  predictive  factors  of  Chlamydia  tra- 
chomatis genital  infection,  low  predictability  rates  had 
been  found  previously,  using  separate  symptoms  as 
predictors  for  this  disease. Contrary  to  this  obser- 
vation, chronic  cervicitis,  as  a singular  symptom,  was 
a positive  predictor  alone  for  Chlamydia  trachomatis 
genital  infection.  However,  if  we  used  only  chronic 
cervicitis  as  a predictor  for  this  genital  disease  before 
screening  for  CT  infection,  it  would  result  in  a 50% 
success  rate  in  a screening  program,  based  on  our 
results  here.  This  shows,  that  though  chronic  cervicitis 
is  a positive  predictor  for  Chlamydia  trachomatis  gen- 
ital infection,  it  is  not  an  outstanding  predictor.  When 
using  it  alone  for  patient  selection  for  a CT  screening 
test.  In  a low  risk  family  practice  setting.  To  increase 
the  predictability  of  chronic  cervicitis  for  Chlamydia 
trachomatis  genital  infection,  further  features,  like  age 
less  than  24  years,  intercourse  with  a new  sex  partner 
within  the  last  6 months  and/or  using  a non-barrier 
method  of  contraception  are  suggested  to  be  listed  with 
chronic  cervicitis'"^^  in  order  to  establish  a more  ef- 
fective screening  pattern.  The  evaluation  of  these  his- 
torical data  or  symptoms  which  may  increase  the  pre- 
dictability of  chronic  cervicitis  for  Chlamydia 


trachomatis  genital  infection  in  a family  practice  set- 
ting is  our  goal  in  the  future.  0 
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Abstract 

Serious  eye  injury  — deHned  as  injury  in- 
volving permanent  and  significant  structural 
or  functional  changes  to  the  eye  — affects  at 
least  350  Alabamians  yearly.  Recognition  of 
this  problem  is  important  because  it  is  largely 
preventable  and  the  victims  are  generally 
young,  standing  to  lose  many  years  of  vision. 
Because  the  victims  and  the  settings  of  serious 
eye  injury  are  often  predictable,  recognition 
of  the  patterns  will  be  important  in  any  pre- 
ventive effort.  In  this  paper  we  discuss  the 
magnitude  of  the  problem  as  well  as  the  more 
common  settings  of  serious  eye  injuries  and 
ways  that  these  injuries  might  be  prevented. 


1 1 The  Eye  Injury  Registry  of  Alabama 

I j 

The  Eye  Injury  Registry  of  Alabama  (EIRA)  is  the 
first  truly  statewide  system  for  the  collection  of 
i information  on  eye  injuries.  The  EIRA  was  launched 

in  1982  as  a project  of  the  Alabama  Chapter  of  the 
Association  for  the  Blind  and  Visually  Impaired.  Ad- 
ditional sponsors  of  the  EIRA  are  the  Alabama  Acad- 
emy of  Opthalmology  and  the  Society  of  Allied  Health 
Professionals  in  Opthalmology.  The  EIRA  is  also 
funded  by  a grant  from  the  State  of  Alabama.  The 
EIRA  accumulates  information  on  serious  eye  injuries 
on  an  initial  form,  completed  by  the  patient’s  primary 
ophthalmologist  at  the  time  of  initial  presentation,  and 
a follow  up  form,  generally  completed  4 to  8 months 
following  the  injury.  In  order  to  accurately  reflect  the 

From  the  Eye  Injury  Registry  of  Alabama,  the  Retinal  Research  Foundation  of  the 
South,  and  the  University  of  Alabama/Eye  Foundation  Hospital  Combined  Program 
in  Opthalmology, 


magnitude  of  the  problem  of  eye  injury  in  Alabama, 
the  EIRA  relies  upon  ophthalmologists  statewide  to 
complete  the  information  forms  on  individual  patients. 
One  measure  of  the  success  of  this  project  has  been 
the  participation  of  over  100  of  the  state’s  approxi- 
mately 120  ophthalmologists.  Preliminary  results  of 
analysis  of  information  collected  by  the  EIRA  was 
reported  in  an  earlier  paper;'  these  results  are  reviewed 
here  along  with  updated  information. 

General  Rate  of  Injury 

The  rate  of  serious  eye  injury  appears  to  vary  by 
the  population  studied  and  by  the  definition  used  for 
serious  eye  injury.  Thoradson  et  al  recorded  a rate  of 
3.8  cases  per  100,000  population  per  year  in  a na- 
tionwide Finnish  series^  versus  an  estimate  of  15.1  to 
22.6  cases  per  100,000  population  per  year  among 
construction  workers  in  Wolverhampton,  England  by 
Thoradson. 2 In  general  agreement  with  these  series, 
Morris  et  al  reported  a minimum  annual  incidence  of 
7.68  cases  of  serious  eye  injuries  per  100,000  popu- 
lation using  Eye  Injury  Registry  of  Alabama  (EIRA) 
figures  (Figure  1).'  In  practical  terms  this  means  that 
a minimum  of  250  Alabamians  yearly  suffer  eye  in- 
juries involving  permanent  and  significant  structural 
or  funcitonal  changes. 

Patient  Profile 

The  victims  of  serious  eye  injuries  are  predomi- 
nately male  and  predominately  young.  Maltzman  et 
al,  in  a series  compiled  in  a large  urban  New  Jersey 
hospital  reported  72%  of  eye  injuries  occurred  in  males;'' 
this  compares  to  90%  in  the  Finnish  series. ^ Morris  et 
al  noted  that  82%  of  serious  eye  injuries  reported  in 
Alabama  were  in  males.'  Sixty  five  percent  of  patients 
in  the  New  Jersey  series''  and  73%  of  patients  in  the 


'6  / Alabama  Medicine,  The  Journal  of  MASA 


Minimum  Annual  Rate  of 
Eye  Injury  Per 100,000 


Thopadson  EIRA  Lambah 


Finnish  series  were  under  the  age  of  30  at  the  time  of 
injury.^  This  compares  to  a figure  of  51%  reported  by 
Morris  (Figure  2).' 

Df 


M Place  of  Injury 

E* 

Although  eye  injury  series  in  the  past  have  often 
***  focused  on  industrial  injuries,  slightly  more  injuries 
’’  occur  at  home  than  at  work.  Recreational  activities  — 
’•  a category  which  includes  sports  and  fireworks  injuries 
'j  — is  a close  third  among  the  most  common  settings 
^ for  eye  injury.  Assault,  which  includes  fist  fights  and 
gunshot  injuries,  is  the  setting  for  approximately  10% 
” of  injuries  in  the  series.  Travel  and  school  are  less 

5 Sex  and  Age  of  Alabama 
Eye  Trauma  Victims 
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common  settings  for  ocular  injury  with  school  injuries 
carrying  the  best  visual  outcome  of  all  locations.^ 

Sources  of  Injuries 

Ocular  injury  occurs  in  well  described  settings  with 
sources  of  injury  that  are  so  consistent  as  to  be  almost 
predictable  (Figure  3). 

Approximately  25  Alabamians  suffer  hammer  on 
metal  eye  injuries  yearly.  These  injuries  result  when 
two  metallic  objects  are  struck  together,  producing 
high  velocity  slivers.  Although  these  injuries  are  well 
known  as  a cause  of  corneal  foreign  body  injuries, 
they  are  not  always  appreciated  as  a source  of  serious 
eye  injuries.  Because  of  the  frequency  of  these  injuries 
and  the  potential  for  significant  visual  loss,  persons 
hammering  on  metal  should  be  instructed  to  wear  en- 
compassing safety  goggles.  Glasses,  while  protecting 
eyes  from  frontal  perforation,  have  been  described  in 
the  past  as  ineffective  against  injury  from  the  sides. 

Gunshot  was  the  source  of  injury  carrying  the  worst 
visual  prognosis  in  this  series.  While  visual  recovery 
is  possible  in  some  cases,  residual  visual  loss  is  often 
quite  significant.^  Unfortunately,  prevention  is  diffi- 
cult since  the  majority  of  these  cases  are  due  to  assault. 
At  least  23  Alabamians  yearly  suffer  serious  eye  in- 
juries from  gunshot.  A significant  minority  of  ocular 
gunshot  wounds  are  due  to  hunting  accidents  (as  many 
as  45  per  year  in  Alabama).^  The  pattern  with  hunting 
injuries  is  generally  that  victims  are  hunting  on  foot 
in  wooded  areas  or  heavy  brush  without  the  use  of 
safety  glasses.  There  is  much  information  to  suggest 
that  the  use  of  safety  glasses  could  prevent  or  limit  the 
severity  of  these  injuries,*  but  safety  glasses  remain 
underutilized. 

Also  of  note  are  injuries  to  the  eye  caused  by  air 
powered  rifles.  Profound  visual  loss  can  result  from 
penetrating  and  concussion  injuries  induced  by  BB’s 
and  pellets  that  strike  the  eye  when  shot  from  this  type 
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of  gun.  A total  of  fifty-six  air  powered  rifle  eye  injuries 
were  reported  to  the  registry  since  its  inception  with 
an  average  of  eighteen  per  year.  Of  those  injured,  8% 
were  blind  in  that  eye  at  six  months  post  injury,  and 
only  51%  regained  vision  of  20/100  or  better  at  follow 
up. 

Lacerations  and  perforations  of  the  globe  from  sharp 
objects  occur  from  a wide  range  of  objects  and  affect 
at  least  60  Alabamians  per  year.  Some  of  the  more 
common  causes  of  sharp  injuries  to  the  eye  are  tree 
branches,  nails  (which  may  richochet  into  the  face 
when  not  hit  squarely),  wire,  fish  hooks  (when  snagged 
lines  are  pulled  too  vigorously),  fragments  of  broken 
glass  (such  as  from  windshield  impact  during  an  au- 
tomobile accident  or  a soft  drink  bottle  blasted  in  a 
fireworks  explosion),  screws,  pins,  scissors,  thorns, 
and  air-powered  staple  guns. 

While  sharp  injuries  carry  a better  prognosis  than 
gunshot  injuries  (only  10%  of  eyes  with  sharp  injuries 
have  no  light  perception  at  follow  up),  sharp  injuries, 
like  gunshot  injuries,  carry  the  risk  of  visual  loss  from 
both  direct  damage  and  from  secondary  complications 
such  as  infection.  The  rate  of  endophthalmitis  follow- 
ing ocular  perforation  is  approximately  5%.^  '°  Pre- 
vention of  sharp  injuries  involves  public  education  on 


such  subjects  as  the  advisability  of  protective  eye  wear 
when  using  air-powered  staple  guns  or  hammering  nails 
in  close  proximity  to  the  face,  the  use  of  automobile 
seat  belts,  and  reminders  of  the  potential  for  injury  in 
such  situations  as  retrieving  a snagged  fishing  line. 

Blunt  injury  is  another  heterogeneous  group  which 
includes  injuries  from  fist  fights,  sports  (baseball,  soft- 
ball,  handball,  etc),  and  weedeater  and  lawnmower 
missiles.  Blunt  ocular  injury  affects  at  least  90  Ala- 
bamians yearly.  Although  only  about  9%  of  eyes  with 
these  injuries  are  blind  at  6 month  follow  up,  a third 
of  these  eyes  have  vision  worse  than  20/100  at  6 month 
follow  up.  Fist  fighting  is  the  cause  of  serious  eye 
injury  in  at  least  9 to  10  Alabamians  yearly  and  may 
result  in  retinal  detachment  and  permanent  visual  loss. 
Lawnmower  missiles  have  been  reported  as  one  of  the 
most  common  causes  of  traumatic  hyphema  (blood  in 
the  anterior  chamber);*'  all  persons  operating  or  work- 
ing in  proximity  to  power  lawnmowers  in  areas  with 
rocky  or  littered,  unlevel  ground  should  be  advised  to 
wear  encompassing  safety  glasses. 

At  least  ten  Alabamians  suffer  serious  eye  injuries 
yearly  from  fireworks.  While  the  largest  single  cause  ''i 
of  ocular  fireworks  injuries  is  bottle  rockets,  which  I® 
operate  as  unguided  missiles  with  an  explosive  tip,  all  ^ 
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r classes  of  home  fireworks  (from  sparklers  to  explo- 
i sives)  have  caused  cases  of  serious  eye  injury.  The 
; victims  of  these  injuries  are  usually  children  or  teen- 
agers,  usually  male,  and  are  often  inebriated  at  the 
time  of  injury.  While  parental  education  may  reduce 
1 the  number  of  injuries  to  children,  teenagers,  with  their 
. greater  degree  of  independence,  may  be  less  affected 
r by  parental  concerns  of  safety. 

Chemical  injuries  to  the  eye  affects  approximately 
li  five  Alabamians  yearly  and  can  be  divided  in  a number 
d of  ways.  One  division  is  between  accidental  injuries 
li  and  assaults.  Assaults  are  usually  domestic  and  most 
e often  involve  heated  lye  poured  directly  into  the  eyes, 
y Another  division  in  these  injuries  is  between  acids  and 
, alkaline  chemicals.  Acids  react  with  superficial  cel- 
lei  lular  proteins  to  form  insoluble  complexes,  and  con- 
mi  sequently  tend  not  to  penetrate  to  deeper  structures. 

. In  contrast,  alkalies  form  soluble  complexes  with  cel- 
lli  I lular  proteins  that  penetrate  to  deeper  ocular  tissues  in 
igi  minutes.  Because  of  this,  alkalies  cause  greater  de- 
grees of  cell  death  and  tissue  damage.'^- 
ej,  A relatively  uncommon  (approximately  3 per  year 
sel  reported  to  the  registry),  yet  potentially  disastrous  and 
;lii  preventable,  injury  occurs  from  car  battery  explosion. 
)||i  These  injuries  occur  most  often  while  jump-starting  a 


car  with  improperly  routed  jumper  cables  in  the  ab- 
sence of  eye  protection.  The  damage  is  caused  by 
direct  effects  of  exploding  hydrogen  gas  and  battery 
acid  that  reach  the  eye. 

Persons  working  with  caustic  chemicals  should  be 
advised  to  wear  protective  eye  wear  since  even  small 
splashes  to  the  eye  carry  the  potential  for  disfiguring, 
painful,  and  significantly  morbid  eye  injuries. 

Treatment 

A great  number  of  advances  have  been  made  in  the 
treatment  of  eye  injuries  over  the  last  generation.  Cor- 
neal transplants  have  greatly  reduced  the  incidence  of 
corneal  blindness.  Advances  in  cataract  surgery  allow 
replacement  of  the  opacified  lens  with  an  intraocular 
lens  rather  than  thick  glasses.  Advanced  vitreoretinal 
surgery  has  made  possible  the  treatment  of  many  pos- 
terior segment  injuries  previously  considered  hopeless. 
Despite  such  advances  irreversible  damage  to  the  optic 
nerve  or  retina  frequently  occurs  in  severe  ocular 
trauma.  Such  injuries  invariably  result  in  either  partial 
or  complete  visual  loss. 

Because  of  the  desirability  of  prevention  rather  than 
treatment  of  ocular  trauma,  the  EIRA  has  been  dedi- 
cated to  identification  of  the  patterns  and  settings  of 
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serious  eye  injury.  As  this  report  illustrates,  much  has 
been  learned  regarding  eye  trauma  in  Alabama  during 
the  previous  five  years,  but  much  remains  to  be  done 
toward  prevention. 

“It  is  far  better  to  cure  at  the  beginning  than  at 
the  end.” 

— Persius 

0 
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University  of  Alabama  at  Birmingham  1 

School  of  Public  Health  > 

Maternal  and  Child  Health  Training  Program  i 

This  12  month  interdisciplinary  program  leading 
to  a master  of  Public  Health  degree  prepares  profes- 
sionals to  assume  leadership  roles  in  maternal  and 
child  health.  Emphasis  is  given  to  the  development 
of  competencies  in  quantitative  and  management  i 
skills,  policy-making,  financing,  legislation,  and  ad-  ‘ 
vocacy.  Co-existing  with  four  other  MCH  training  pro- 
grams on  the  UAB  Medical  Center,  this  program 
provides  opportunities  for  students  to  develop  spe-  ; 
cial  interests  in  the  areas  of  developmental  disabil- 
ities,  genetics,  adolescent  health,  and  pediatric  pul- 
monary care.  Limited  stipends  available.  Filing  of  | 
applications  by  March  1,  1989  is  strongly  recom-  ; 
mended  especially  if  financial  assistance  is  being  ; 
sought.  ; 

For  more  information,  please  write  to:  ^ 

I 

Christiane  B.  Hale,  Ph.D.,  M.P.H.,  Director 

Interdepartmental  Maternal  and  Child  Health 

Training  Program 

School  of  Public  Health 

University  of  Alabama  at  Birmingham 

UAB  Station  t 

Birmingham,  AL  35294  ! 


AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need.  . . when  you 
need  it . . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expertise 
required! 

PROFESSIONAL  PROGRAMS 

■ DXplain ''  - A new  medical 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  Hospital 
(MGH). 

■ MEDICOM®  Drug  Interaction 
Database  - The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 


LITERATURE  SEARCHES 

■ EMPIRES  Key  Clinical  journals 

■ MEDLINE 

■ Social  and  Economic  Aspects  of 
Medicine  (SEAM) 

■ Disease  Information 

MEDICAL  NEWS  AND  PUBLIC 
INFORMATION 

■ Associated  Press  Medical  News 
Service 

■ Public  Information  Services 

Sources  include 
CDC,  the  Surgeon 
General  and 
NLM/NIH. 

■ ELECTRONIC 
COMMUNICATIONS 

>1Mk/NET 


MGH-CME  - 

Interactive,  self-paced 
programs  for  Category  I 
credit. 


For  Immediate  Sign-Up 
Call  1-800-426-2873 

AMA/NET  IS  sponsored  by  the  American  Medical  Association  and  is  a service  of  SoflSearch,  Inc 
and  American  Medical  Computing.  Ltd  , a subsidiary  of  the  AMA 
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ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


RURAL  ALABAMA  FP  PRACTICES  FOR  SALE.  Available  im- 
mediately. Profits  $200,000  and  more.  Modestly  priced,  financing 
available.  Physicians  retiring  but  willing  to  remain  for  an  adequate 
period  of  introduction.  Quality  Health  Resources,  P.O.  Box  6002, 
Tuscaloosa  35405.  A Christian  Organization. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


FOR  PHYSICIANS;  Unsecured  Signature  Loans.  $5,000  to 
$60,000.  For  any  need  including  Taxes-Debts-Etc.  No  points  or 
fees.  Best  rates-Level  payments.  Up  to  six  years  to  repay.  No 
prepayment  penalties.  First  payment  not  due  for  90  days.  For 
application  call  Toll-Free  1-800-331-4952,  MediVersal  Dept.  1 14. 


PEDIATRIC  LOCUM  TENENS  — MONTGOMERY 
Prefer  Board  Eligible/Board  Certified  Pediatrician  to  work  with 
two  Board  Certified  Pediatricians,  full-time  or  part-time.  Available 
for  2 weeks  up  to  6 months  through  June  of  1989.  Call  Allen 
White,  M.D.  or  Robert  L.  Coggin,  M.D.  at  271-5959  or  send 
curriculum  vitae  to:4154  Carmichael  Rd.,  Montgomery,  AL  36106. 


FAMILY  MEDICINE/INTERNIST/EMERGENCY  ROOM  PHY- 
SICIAN needed  desperately.  No  call.  Malpractice  insurance  paid. 
Excellent  fringe  benefits.  Prefer  physician  with  experience,  but 
not  absolutely  necessary.  Phone  Sandy  McBrayer  collect  at  (601) 
328-2525. 


SOUTHEAST  U.S.A.  (ACADEMIC  PEDIATRICIAN  WANTED): 
Alabama  Board  Certified  or  Board  Eligible  — Teaching  medical 
students  and  family  practice  residents  with  direct  patient  care  and 
clinical  research  interests  required.  Direct  inquiries  with  C.V.  to: 
David  C.  Hefelfinger,  M.D.,  Dept,  of  Pediatrics,  700  University 
Blvd.,  East,  Tuscaloosa,  AL  35401;  (205)  348-1304.  Equal  Op- 
portunity Affirmative  Action  Employer. 


INTERNIST  — BC/BE  internist  needed  for  North  Alabama  city 
of  50,000.  Join  solo  practicing  BC  Nephrologist/Intemist  with 
interest  in  Critical  Care  Medicine.  Full  partnership  available  after 
one  year.  Generous  fringe  benefits  including  malpractice  and  health 
insurance  and  competitive  salary.  Practice  offers  office  based  EKG, 
GXT,  Holler,  PFT,  Xray  and  complete  lab  including  Micro.  Send 
CV  (Curriculum  Vitae)  to:  Advertising  Manager,  Box  B,  Alabama 
dicine,  P.O.  Box  1900-C,  Montgomery,  AL  36197-4201. 


PHYSICIAN  OPPORTUNITY.  PHP  Healthcare  Corporation,  a 
leader  in  healthcare  management  services,  has  an  immediate  need 
for  physicians  to  staff  primary  care  clinics  located  in  VIRGINIA 
BEACH,  VA,  CHARLESTON,  SC,  COLUMBUS,  GA,  and 
FAYETTEVILLE,  NC.  Other  locations  include:  Northern  VA, 
Nebraska,  Arizona,  North  Carolina,  several  locations  in  Califor- 
nia, and  potential  locations  in  Jacksonville,  Tampa,  and  Orlando, 
Florida.  Qualifications  are:  BC/BE  and  appropriate  state  licensure. 
Our  company  offers  an  outstanding  incentive  pay  plan  and  provides 
paid  malpractice  insurance.  PHP  also  offers  a pleasant  work  en- 
vironment free  from  on-call  coverage  with  flexible  scheduling 
arrangements.  If  interested  and  qualified,  please  call  or  send  CV 
to:  Leigh  Robbins,  PHP  Healthcare  Corp.,  7044  Northridge  Drive, 
Nashville,  TN  37221,  (615)  662-1310.  EOE,  M/F 


POSITION  AVAILABLE:  High  Volume  Ambulatory  Care  Center 
— Flexible  hours.  Total  Compensation  Package  exceeds  $100,00.00 
per  year.  CONTACT:  Sylvia  Parker,  Convenient  Care  Medical 
Center,  2601-C  Elm  Hill  Pike,  Nashville,  TN.  37214  (615)  883- 
7790. 


A BOARD  CERTIFIED  INTERNIST  and  Non-invasive  Cardiol- 
ogist is  seeking  affiliation  or  office  space  with  a multispeciality 
or  cardiology  group.  Contact  S.  Kansal,  M.D.  at  833-3822  or  822- 
6952. 


EMERGENCY  MEDICINE  — Immediate  opportunity  for  ER  Staff 
Physicians  and  Director  in  Southern  Alabama,  at  government  fa- 
cility. Excellent  compensation.  Additional  openings  available  in 
South  Carolina,  Kentucky,  and  Missouri.  Call  collect  (717)  825- 
2500  or  send  C.V.  to  AES,  Inc.,  P.O.  Box  2510,  Wilkes-Barre, 
PA  18703. 


December  1988  / 41 


OUTPATENT 

□AGNOSnC 

RADOjOGV 

CENTER 


umu  d 


^Lx±t . . . ±iiLL  tfis  -Jls-ad, 


£T 


NUCLEAR  MEDICINE 


Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the  ad- 
dition of  the  Nuclear  Medicine  Department  to  its  full-service  capabilities.  Located  on  the 
Third  Floor  of  Norwood  Clinic,  this  new  service  is  equipped  with  the  most  sophisticated 
technology  to  provide  a full  range  of  nuclear  medicine  studies,  including  SPECT  Imaging. 


• Nuclear  Medicine 250-8961 

• Magnetic  Resonance  Imaging 226-5100 

• C.T.  Scanning 250-6837 

• Ultrasonography 250-6830 

• General  Radiology 250-6830 


The  Board  Certified  radiologists  of  Norwood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient  Diagnostic 
Radiology  Center  continues  its  commitment  to  a professional,  full  service  and  high 

quality  diagnostic  reporting  system. 

Alabama  Toll  Free 

1-800-272-6481 

NORWOOD 

CLINIC 


1528  NORTH  26TH  STREET  • BIRMINGHAM,  ALABAMA  35234 


AUXILIARY 


Mrs  Robert  H.  Rhyne,  Jr. 
A-MASA  President 


Leadership  Training 


From  California  to  New  York,  from  Michigan  to 
Alabama,  state  presidents,  state  presidents-elect  and 
county  presidents-elect  converged  on  Chicago,  Octo- 
ber 9-1 1 . The  purpose  — training  to  be  leaders,  learn- 
ing about  problems  which  they  can  do  something  about, 
exchanging  ideas,  and  last  but  not  least,  shopping  (when 
there  is  as  much  as  an  hour  break).  We  are  loved  by 
Neimans,  Saks,  and  everyone  in  the  Water  Tower. 
And,  the  recently  opened  Bloomingdales.  This  is  fun, 
but  the  main  thrust  is  training. 

State  presidents  start  at  seven-thirty  on  Sunday 
morning  by  setting  up  state  exhibits  of  a project.  This 
year  I carried  om  Apple  A-P eel  Cookbook  display  that 
was  used  as  a money-making  project  for  AMA-ERF. 
Many  favorable  comments  were  received  for  this  dis- 
play. At  eight  o-clock  state  presidents  convened  for  a 
meeting  (never  mind  that  we  had  not  had  time  for 
breakfast)!  But  here  we  heard  the  AMA  Auxiliary  pres- 
ident, Mary  Strauss  from  Maryland,  greet  us  and  hear 
her  plans  and  challenges.  Also,  we  visit  with  other 
state  presidents  who  we  have  seen  many  times  before 
in  Chicago.  Everyone  tells  of  their  projects,  how  things 
are  going  as  well  as  their  frustrations  and  the  endless 
t phone  calls,  made  and  received. 

Perhaps  the  most  profitable  training  at  this  time  is 
for  county  presidents-elect.  This  year  it  was  my  pleas- 
ure to  accompany  from  Jefferson,  Betsy  Faucette;  Mo- 
bile, Peggy  Lee;  Montgomery,  Maria  Luisa  Ardon; 
Tuscaloosa,  Pat  Snow;  Talladega,  Judy  Pinson;  and 
Walker,  Lucy  Richardson.  It  was  a very  compatible 
and  fun  group.  I feel  that  this  training  is  one  of  the 


biggest  services  offered  by  the  AMA  Auxiliary.  Here 
are  a couple  of  comments  I received  from  two  of  the 
county  presidents-elect:  “Attending  the  Leadership 
Confluence  has  been  a very  informative  experience 
that  I’ll  treasure  the  rest  of  my  life.  I have  enjoyed  the 
warm  and  close  friendship  of  the  Alabama  Auxiliary 
group  as  well  as  the  opportunity  to  meet  other  auxilians 
from  other  states.  I am  very  excited  to  share  some 
good  ideas  and  maybe  future  plans  with  the  Mont- 
gomery-Autauga  Auxiliary.”  “The  address  on  lead- 
ership and  motivation  by  Alene  Moris  was  the  high 
point  of  my  Confluence  experience.  She  was  inspi- 
rational. Through  her  incredible  understanding  of  the 
psychology  of  women  she  made  you  feel  proud  to  be 
a wife,  a mother,  a leader  and  most  of  all  a woman.” 
I think  these  comments  speak  for  themselves. 

Since  Leadership  Confluence  began  in  1985,  over 
3,500  county  presidents-elect  have  taken  advantage  of 
the  leadership  training  offered  by  experts  in  such  fields 
as  communication,  time  management,  meeting  plan- 
ning, parlimentary  procedure,  and  membership  re- 
cruitment and  retention.  Each  year,  for  the  past  three 
years,  the  auxiliary  has  sponsored  two  Leadership 
Confluences.  The  participants  take  advantage  of  the 
opportunities  offered  at  these  meetings  to  visit  with 
other  Confluence  participants  and  to  share  thoughts 
and  ideas  with  them.  The  Exhibit  Walk  where  states 
exhibit  projects  they  have  undertaken.  Resource  Cen- 
ter and  Video  Lane  offer  invaluable  resources  and  ideas. 
It  is  also  the  time  to  order  materials  from  the  vast 

continued  on  ne.xt  page 
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selection  available  from  the  AMA  Auxliary  for  mem- 
bers at  home. 

Confluence  II  will  be  offered  February  5-7,  1989. 
Again  Alabama  can  carry  six  county  presidents-elect. 
This  year  we  have  sessions  on  Effective  Programming 
For  Quality  Meetings,  Every  Member  — A Vital 
Member,  Team  Efforts  — Medical  Societies  and  Aux- 
iliaries, Providing  Support  Systems  for  Members’ 
Needs.  There  were  breakout  sessions  on  How  to  Run 
a Meeting,  Writing  It  Right,  American  Medical  Po- 
litical Action  Committee  (AMPAC),  Networking  — 
An  Invaluable  Tool,  each  of  these  with  a trained  speaker 
or  teacher.  Then,  lastly,  we  had  breakout  sessions  on 
Health  Problems:  The  Health  of  Adolescents,  AIDS 
Education  for  Youth,  Teen  Suicide  Prevention,  and 
Intergenerational  Programming  for  Older  Americans, 
which  was  presided  over  by  our  own  Ebba  Dunn  of 
Wetumpka.  Ebba  serves  on  the  National  Board  as  a 
Director  of  the  Southern  Region.  We  are  very  proud 
of  Ebba  and  the  work  she  does.  She  certainly  repre- 
sents the  state  of  Alabama  well. 


Dr.  James  Davis,  president  of  AMA,  spoke  on  Sun-  , 
day  night  at  the  Opening  Session.  Both  he  and  AMA 
Auxiliary  president,  Mary  Strauss,  are  originally  from 
North  Carolina.  This  is  indeed  a rarity  to  have  two 
such  capable  people  from  the  same  state  serving  in  the 
same  year. 

The  Chicago  experience  opens  a doorway  for  us  to 
make  national  contacts  and  friends.  We  are  strength- 
ened by  the  association  with  other  states’  auxiliary 
members.  As  we  learn  how  to  improve  our  auxiliary 
chapters  we  naturally  benefit  our  members  but,  above 
all,  we  make  our  communities  a better  place  in  which 
to  live.  0 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 


★ The  burden  of  office  overhead? 


Too  much  paperwork? 

Molprocfice  insurance  cosfs? 

Nof  enough  fime  for  fhe  family? 

No  fime  fo  keep  currenf  wifh  fechnology  and  new  mefhods? 
No  fime  or  money  for  professional  developmenf? 


Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  currenf, 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  developmenf, 

★ Medical  facilities  all  around  fhe  world, 

★ 30  days  of  vacation  wifh  pay  each  year, 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 


Wont  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


SSGT  Robby  Lloyd 
205-271-6315 
Station-To-Station  Collect  ^ 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As'.  dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


limbitrol  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  Ho(Tmann-La  Roche  Inc.,  Nutley,  NJ.  2.  Feighner  VP, 
et a!:  P^chopharmacology  61 :2\7-225.  Mar  22, 1979. 


Limbitrol*® 

ITanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  produa  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma, Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g..  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  hrst  trimester 
should  almost  always  be  avoided  because  of  inaeased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  ty^  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guaneihidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  severi  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitat^.  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dnig. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dnigs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  {antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abaipt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Mlets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Mlets,  blue,  film 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Ttl-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient  ii 


See  Improvement  InThe  First  Week!.. 

And  The  Weeks  That  Follow 

t 

^74%  of  patients  experienced  improved  sleej  ^ ^ 

after  the  first  h.s.  dose'  T 


^First-week  reduction  in  somatic  symptom 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 
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Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


Percentage  of  Reduction  in  Individual  Somatic 
During  First  Week  of  Limbitrol  Therap 
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VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
‘Patients  often  presented  with  more  than  one  somatic  symptom. 
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Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 
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Malpractice  defense  by  Mutual  Assurance 


You  know  quality  when  you  see  it— 
and  you  know  that  the  quality  of 
defense  provided  by  Mutual 
Assurance  is  second  to  none.  You're 
not  fooled  by  imitations,  so  beware 
of  professional  liability  companies 
that  want  you  to  think  they're  just 
like  Mutual  Assurance.  The  truth  is 
they're  not— they're  not  even  close. 

Our  commitment  to  defense  is  as  old 
and  strong  as  Mutual  Assurance 
itself.  Our  team  of  defense  lawyers 


and  trained  claims  representatives 
have  been  working  together  longer 
than  most  other  professional  liability 
companies  have  been  in  business.  In 
fact,  we  have  more  experienced  peo- 
ple handling  claims  than  those  other 
companies  have  on  their  entire  staff. 

We  hope  you  never  face  a lawsuit, 
but  statistics  show  every  Alabama 
doctor  will  be  sued  at  least  once  in 
their  career.  If  it  happens  to  you,  you 
don't  want  imitation  protection,  you 


want  the  strength  and  experience  of 
the  Mutual  Assurance  defense  team 
on  your  side. 
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115  Office  Park  Drive 
Birmingham,  AL  35223 
1-800-272-6401  (205)  871-7280 


Even  today,  there  remain  a few  independent, 
non-profit  nationally-recognized  hospitals 
whose  fierce  commitment  to  quality  of 
patient  care  makes  them  unique.  In  just 
twelve  years,  Atlanta’s  Ridgeview  Institute 
has  joined  that  elite  group. 

• The  Ridgeview  Institute  offers  three  spe- 
cialized treatment  programs  for  children  and 
adolescents  and  two  for  adults.  Whether 
the  problem  is  emotional,  psychological  or 
related  to  drugs  and  alcohol,  Ridgeview 
can  help. 

• The  Ridgeview  Institute  has  nationally- 
recognized  dedicated  programs  for  the 


treatment  of  Recovering  Professionals  and 
Multiple  Personality  Disorder  directed  by 
nationally-respected  clinicians. 

• The  Ridgeview  Institute  attracts  25%  of  its 
patients  from  outside  of  Georgia  and  40% 
from  outside  metro  Atlanta. 

Assessment  Specialists  in  the  Information 
& Referral  Service  will  help  you  find  the 
right  physician  and  the  right  program.  They 
will  assist  your  patient  and  family  with 
arrangements— no  matter  where  they  are 
coming  from. 

There’s  only  one  Ridgeview  Institute, 
and  it’s  here  for  your  patients  today. 


Atlanta’s  World-Class  Ireatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  3(X)80  • (404)  434-4567  • Toll  Free  1-800-345-9775 


STATE-OF-TH  E-ART 
DIAGNOSTIC  IMAGING 
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MRI,  exceptional  imaging  for  the  most 
demanding  applications. 


Like  its  predecessor,  X-Ray  CT,  MRI  has  undergone  rapid 
evolution.  Recently  a contrast  agent  has  become  widely  available 
for  use  in  MRI,  which  promises  to  increase  the  already  superb 
sensitivity  of  MRI  for  detection  of  disease.  Gadolinium  DTPA 
enhanced  MRI  is  capable  of  demonstrating  lesions  heretofore 
inaccessible  by  conventional  imaging  techniques.  Disease  states 
such  as  acoustic  neuroma,  glioma,  meningioma  and  intracranial 
metasfases  have  been  particularly  amenable  to  detection  by 
contrast  enhanced  MRI. 


Highlands  Diagnostic  Center  offers  you  the 
finest  technical  and  professional  support. 

Only  Highlands  Diagnostic  Center  combines  state-of-the-art 
diagnostic  imaging  equipment  with  a superb  outpatient  facility  and 
the  highest  caliber  professional  consulting  staff.  As  a result,  you  can 
rely  on  Highlands  Diagnostic  Center  not  only  for  the  leading 
technology  but  for  prompt,  expert  assistance  in  your  selection  of  the 
optimal  patient  studies— so  important  in  today's  cost-conscious 
medical  environment. 

To  further  assist  your  formulation  of  accurate,  efficient  diagnoses. 
Highlands  Diagnostic  Center's  staff  follows  through  with  the  ultimate 
in  service.  We  guarantee  that  every  exam  can  be  scheduled  within 
24  hours  from  the  time  it's  ordered,  with  results  returned  to  you  the 
same  day  the  exam  is  conducted.  Yet  no  one  feels  rushed  through 
our  pleasant  facilities.  Every  patient  is  handled  with  care. 

Services  available  at  Highlands  Diagnostic  Center  include  magnetic 
resonance  imaging,  CT  scanning,  computer-aided  nuclear  medicine, 
ultrasound,  mammography  radiography  and  fluoroscopy.  State-of- 
the-art  equipment  available  includes  the  GE  9800,  Acuson,  and 
Siemann's  Mammomat-B. 


Fig,  2:  Post-contrast  image  at  same  level  revealing  brightly 
enhancing  tentorial  meningioma. 


To  inquire  about  any  exam  or  service,  call  Highlands  Diagnostic 
Center.  Highlands  Diagnostic  Center,  your  state-of-the-art  diagnostic 
resource. 


THE  GE  SIGNA  utilizes  the  latest  in  Magnetic  Resonance  Imagi 
Technology  operating  at  1.5  Tesla. 


CT  Scanning/Magnetic  Resonance  Imaging/Mammography/Nuclear  Medicine/Radiography/Fluoroscopy/Ultrasoui  l 
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You  know  the  type  of  headaches  we 
mean-the  PPO’s,  HMO’s  and  con- 
tract services.  It  may  seem  like  they 
spend  more  time  creating  red-tape 
than  solving  problems.  But  not 
APHAT,  The  Alabama  Profes- 
sional’s Health  Assurance  Trust. 

Hundreds  of  Alabama  health  care 
providers  already  know  about  our 
hassle-free  claims  service  and  com- 
petitive rates.  Find  out  how  it  feels 


to  have  a health  insurance  provider 
that’s  more  concerned  about  you 
than  your  fee  schedule.  Call  APHAT 
today  for  a benefit  brochure  and 
rate  information. 

APiiAr 

ALABAMA  PROFESSIONALS  HEALTH  ASSURANCE  TRUST 

Box  590009  • Birmingham,  AL  35259-0009 
1-800-272-6401  • 871-7280 
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Quantifying  The 


I suspect  that  many  physicians  are  contemplating  the 
year  just  begun  with  a certain  amount  of  forebod- 
ing, as  well  they  might.  When  somebody  labeled  1989, 
in  advance,  as  “the  year  of  the  physician,”  he  didn’t 
mean  it  in  a flattering  way. 

The  term,  dripping  with  irony,  means  that  this  is 
the  year  when  the  American  physician  is  supposed  to 
get  his  comeuppance,  particularly  in  Washington, 
where  physician-bashing  has  become  the  in-game. 

President  William  A.  Leitner,  M.D.,  said  it  all  in 
his  Christmas  message  to  you:  “Until  the  clouds  break, 
we  can  all  take  comfort  and  pleasure  in  the  two  im- 
memorial compensations  of  our  profession  that  cannot 
be  coded,  profiled,  or  DRG-ed  — the  immense  sat- 
isfaction of  performing  an  invaluable  service  for  man- 
kind, and  the  respect  and  admiration  earned  when  that 
service  is  well  done.  These,  and  nothing  else,  are  the 
bedrocks  on  which  our  profession  rests  and  has  always 
rested.” 

That  states  the  fundamental  value  of  medicine  to 
the  physician.  You  are  sustained  by  this  singular  com- 
pen.sation,  one  not  enjoyed  by  any  other  calling. 

After  a dozen  years  of  close  association  with 
hundreds  of  Alabama  physicians,  I think  I know  what 
a resonant  chord  these  words  struck  in  the  hearts  of 
many  of  you.  But,  since  I am  a layman  and  share  only 
vicariously  the  enormous  psychic  income  you  receive 
from  your  service,  I’ll  take  the  liberty  to  turn  that 
around  and  reflect  on  what  your  work  means  to  pa- 
tients. 

The  subject  of  value  has  been  much  kicked  around 
rather  recklessly  in  recent  years.  How  much  is  good 
health  worth?  How  much  is  life  worth?  The  Physician 
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Unquantifiable 


Payment  Review  Commission  (PPRC)  wrestled  with 
such  propositions  in  addressing  how  value  determines 
price  and  didn’t  reach  any  conclusion  except  a cop- 
out:  In  the  capitalist  countries,  the  PPRC  intoned,  value 
is  determined  by  market  demand  — that  is,  by  the 
consumer  in  his  choices.  The  “invisible  hand”  of  Adam 
Smith  is  present  in  free  markets  to  assure  that  demand 
expresses  value  and  regulates  price. 

Not  so,  PPRC  assures  us,  in  the  medical  workplace, 
which  PPRC  seems  to  view  as  a kind  of  behind-the- 
looking-glass  world  where  everything  is  reversed.  That 
being  so,  the  PPRC  declaimed,  there  is  no  effective 
market  in  health  care  and  it  is  therefore  necessary  for 
the  government  to  intervene  and  dictate,  artificially, 
values  and  prices  that  would  result  if  the  medical  mar- 
ketplace were  efficient  and  controlled  by  the  invisible 
hand.  Government  rushes  in  where  angels  fear  to  tread. 

The  PPRC  has  said,  in  words  or  substance,  that  the 
American  public  can  determine  for  itself  all  values  in 
life  except  those  associated  with  their  own  health  and 
well-being.  When  I was  in  high  school  civics  class 
long  ago  such  arrogant  presumption  was  quickly  put 
down  as  paternalism. 

The  economists  advising  PPRC  are  thus  saying  what 
they  have  always  said  when  they  are  baffled  — the 
public  must  be  viewed  as  a retarded  child  whose  choices 
are  only  rational  over  time  and  in  the  aggregate,  if 
then. 

Well,  let’s  look  at  another  faddish  economist,  one 
Standly  V.  Smith  of  what  is  known  as  the  “Chicago 
school”  of  free-market  thinkers.  Mr.  Smith  is  a Ph.D. 
candidate  at  the  University  of  Chicago  but  has  already 
achieved  a measure  of  fame  in  his  role  as  hired  gun 
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of  plaintiff  lawyers  in  wrongful  death  cases  against 
local  governments. 

Formerly  an  investment  adviser,  Mr.  Smith  pre- 
sumes to  know  what  the  sum  total  of  human  life  is 
worth  and,  for  $150  an  hour,  he  will  so  advise  juries. 
Naturally,  he  is  the  newest  hero  of  the  Association  of 
Trial  Lawyers  of  America,  having  already  won  a cou- 
ple of  bouquets  from  the  bench  for  assisting  juries  in 
their  deliberations  on  damages.  One  judge  said  he  has 
brought  precision  to  what  had  before  been  little  more 
than  a guessing  game. 

Of  course  he  hasn’t.  Human  life  is,  first  and  last, 
priceless.  Nevertheless,  Mr.  Smith  opines  to  his  heart’s 
content  over  his  quantifications  of  how  much  smelling 
a rose  is  worth,  the  value  of  a lifetime  of  steaks, 
watching  sunsets,  or  other  pleasures  of  existence  that 
no  one,  until  now,  had  presumed  to  know  how  to 
measure.  Mr.  Smith  calls  his  calculations  “hedonic 
damage,’’  that  is  the  sum  total  of  damage  that  results 
from  the  wrongful  deprivation  of  the  pleasures  of  liv- 
ing. 

To  previous  calculations  on  loss  of  earnings,  pain 
and  suffering,  etc. , Mr.  Smith  gleefully  produces  won- 
derful calculations  on  the  dollar  value  of  baseball  games 
not  seen,  laughter  not  experienced,  unfished  fish,  and 
all  that. 

He  arrives  at  his  computations  by  a methodology 
that  would  produce  only  derisive  laughter  were  it  not 
for  the  fact  that  some  courts  and  juries  are  taking  his 
theories  seriously,  gladly  handing  over  to  a plaintiff’s 
estate  a few  million  more  because  the  recently  de- 
ceased had  missed  out,  for  example,  on  a lifetime  of 
shagging  baseballs  for  the  sons  he  might  have  had. 

A Wall  Street  Journal  account  of  his  computations 
is  far  too  lengthy  for  treatment  here,  but  following  is 
one  example  of  how  he  arrives  at  his  godlike  judgment 
of  value  of  life.  In  a hypothetical  case,  he  explains: 
If  consumers  are  willing  to  pay  $100  for  a brand  of 
smoke  detector  that  has  one  chance  in  1 ,000  of  saving 
a life,  each  detector  thus  saves  one-thousandth  of  a 
life,  giving  him  a coefficient  of  .001.  Divide  the  $100 
by  the  coefficient  of  .001  and  you  have  the  tidy  sum 
of  $100,000.  Hence,  this  is  the  value  the  purchaser 
places  on  his  life,  at  least  when  installing  the  detector. 

In  actual  court  cases,  Mr.  Smith  uses  all  kinds  of 
public  data  to  extrapolate  assessments  for  the  guidance 
of  the  jury,  but  usually  his  bottom  line  is,  coveniently, 
several  million  dollars.  Incredibly,  courts  and  juries 
are  swallowing  his  nonsense  calculations  as  if  Mr. 
Smith  had  invented  an  exact  science  of  human  exist- 
ence where  centuries  of  philosophers  and  sages  have 
failed. 


Of  course  it  is  the  thinnest  sort  of  humbug,  economic 
quackery.  Even  so,  most  of  us  would  certainly  agree 
with  his  underlying  premise  — that  life  is  precious  in 
many  different  ways.  But  where  we  would  conclude  [ 
that  life  is  therefore  priceless,  Mr.  Smith  whips  out 
his  calculator  and  gives  juries  a dollar  value  with  never 
a hint  that  this  is  an  enormous  hoax  for  which  his  life, 
at  least,  has  been  considerably  enriched  by  fat  fees. 

But  let’s  take  his  theory  and  run  with  it.  His  field, 
economics,  is  fond  of  viewing  with  alarm  the  per- 
centage of  the  Gross  National  Product  going  to  health 
care.  This  is  always  presented  as  waste,  never  as  an 
asset  in  the  way  that  expenditures  on  books,  auto- 
mobiles, home  construction  and  other  consumer  pur- 
chases are  viewed.  We  are  told  ad  nauseam  that  the 
billions  spent  on  agricultural  products  and  new  cars 
are  evidence  of  a strong  economy.  Conversely,  what 
Americans  squander  on  health  is  some  kind  of  egre- 
gious liability,  money  down  the  drain. 

Mr.  Smith  has  shown  the  way  to  calculate  what  I 
physicians  actually  contribute  in  the  lives  they  save,  ■ 
the  countless  pleasures  of  existence  they  prolong.  Until  ■ 
now,  most  of  you  probably  thought  of  this  contribution  j 
as  being  essentially  priceless  to  the  beneficiary.  But  | 
with  Mr.  Smith’s  calculations,  physicians  can  sit  down  ’ 
and  review  their  patient  charts  over  a practice  lifetime 
and,  using  Smith’s  formula,  compute  the  billions  of 
dollars  they  had  created,  down  to  the  last  cent.  i 

That  is  preposterous,  of  course.  But  is  it  any  more  ! 
preposterous,  in  the  final  analysis,  than  the  fashionable 
national  moaning  over  the  half-trillion  spent  (meaning,  ; 
wasted)  on  health  care  in  1988?  Your  critics  can’t  have  ; 
it  both  ways,  quoting  only  the  outlay  (which  I call 
investment)  without  so  much  as  an  incidental  mention 
of  the  earnings  and  dividends  of  restored  health  and  ; 
prolonged  life,  which  would  have  to  be  reckoned  by 
Mr.  Smith  in  the  hundreds  of  trillions.  It  is  arrant 
demagoguery  to  list  only  one  side  of  the  equation. 

But  since  you  will  never  see  the  equation  balanced, 

I recommend  that  you  content  yourself  through  the 
trials  and  tribulations  of  1989  with  Dr.  Leitner’s  , 
Christmas  declaration  of  the  greatest  rewards  of  prac- 
tice. 

Not  even  Mr.  Smith  can  calculate  the  value  of  those  ■ 
in  your  life.  0 , 


J 
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(205)  599-3700 


Brookwood  Professional  Office  Building  Medical  Center  East 

Suite  214  52  Medical  Park  Drive  East 
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State  Licensure  Under  Fire: 

A Reply 

V.  Haranatha  Reddy,  M.D.* 


This  is  written  in  response  to  the  commentary  under 
above  caption  by  Kenneth  C.  Yohn,  M.D.  in  the 
February  1988  issue  of  Alabama  Medicine. 

Dr.  Yohn,  in  his  fine  rhetoric,  is  twisting  the  facts 
to  support  his  point  of  view  and  to  justify  discrimi- 
nation of  foreign  medical  graduates  (FMG’s)  in  the 
name  of  upholding  the  high  quality  of  medical  care  in 
the  United  States. 

It  is  to  be  remembered  that  neither  foreign  medical 
graduates  nor  the  bills  introduced  in  the  Congress  to 
weed  out  discriminatory  practices,  would  want  any- 
thing to  happen  to  this  “high  quality”  of  medical  care 
in  the  U.S.  In  fact,  they  strongly  support  the  idea  of 
maintaining  high  standards  and  encourage  weeding  out 
candidates  who  do  meet  the  standards,  be  they  grad- 
uates of  U.S.  medical  schools  or  of  foreign  medical 
schools. 

They  are  asking  that  foreign  medical  graduates  be 
put  through  the  same  rigorous  tests  that  are  given  to 
the  graduates  of  U.S.  medical  schools.  However,  in 
the  name  of  maintaining  quality,  do  not  raise  artificial 
barriers  that  dwell  mostly  on  the  physical  structure  and 
economic  background  of  the  foreign  medical  schools. 
Rather,  put  the  products  of  both  classes  of  schools 
through  the  same  testing  processes  before  accepting 
them  into  the  system  of  medical  practice  in  this  coun- 
try. 

Twenty  percent  of  the  physicians  practicing  in  this 
country  are  FMGs  and  it  is  felt  that  these  physicians 
are  “being  blatantly  and  covertly  discriminated  against 
due  to  the  fact  that  they  are  physicians  who  have  grad- 
uated from  foreign  medical  schools.”' 

‘President.  Alabama  Association  of  Physicians  from  India.  503  Burlington  St.. 
Scottsboro,  AL  35768. 


The  record  shows,  however,  that  FMGs  have  made 
tremendous  contributions  to  the  level  of  medical  care, 
in  the  name  of  public  service.  Indeed,  the  care  pro- 
vided by  FMGs  was  found  to  be  equal,  and  at  times, 
better  than  those  provided  by  U.S.  medical  school 
graduates.  Documentation  is  available  which  states  that 
U.S.  educated  doctors  “are  sued  for  malpractice  twice 
as  often  as  doctors  who  are  educated  abroad.”' 

There  is  no  evidence  that  the  quality  of  health  care 
provided  by  FMGs  is  of  lower  standard,  when  com- ' 
pared  to  their  U.S.  educated  counterparts.  Patients  like  1 
FMGs  equally  well  as  their  physicians.  It  may  be  fur- 
ther argued  that  the  issues  of  quality  care  and  licensing 
are  raised  by  vested  interests  who  do  not  like  the  com- 
petition presented  by  foreign  medical  graduates. 

It  makes  good  sense  for  the  states  to  enforce  strict 
licensure  requirements.  The  proposed  legislation  would 
allow  states  to  adopt  “whatever  criteria  they  want  to, 
but  it  would  apply  equally  to  those  physicians  already 
licensed  in  another  state  who  have  graduated  from 
foreign  medical  schools.”  The  proposed  legislation, 
if  enacted,  would  not  significantly  compromise  the 
rights  of  states  to  establish  minimum  qualifications  for 
licensing  individuals  practicing  medicine.  Instead,  “it 
would  go  a long  way  to  eliminate  discrimination  and 
giving  to  the  twenty  percent  of  all  doctors  in  this  coun- 
try who  have  graduated  from  foreign  medical  schools, 
a sense  that,  at  long  last,  they  are  first-class  medical 
providers  in  America.”'  IZI 


Reference 

I . Statements  made  by  Representatives  Jim  Bates  and  Stephen  J . Solerz  in  testimony 
before  a Congressional  Subcommittee,  taken  from  India  Abroad,  vol.  XVIII.  No. 
25,  March  18,  1988. 
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I am  presenting  this  column  because  I have  been 
struck  by  the  number  of  young  physicians  who  have 
been  afflicted  with  the  problem  described  below;  and 
for  the  additional  reason  that  many  of  them  seem  to 
have  no  idea  of  the  impact  of  the  loss  of  professional 
privileges. 

I hope  this  serves  as  a warning  as  well  as  an  object 
lession. 

Following  is  a case  history  of  an  Alabama  physician, 
Dr.  Y,  not  yet  40,  who  fell  victim  to  what  has  almost 
become  the  American  Disease,  chemical  dependency. 

In  his  present  relaxed  and  confident  mood  of  candor 
and  honesty  with  himself,  he  traces  the  history  of  his 
addiction  to  undergraduate  school,  fraternity  parties 
and  the  rest  of  the  familiar  scene.  He  now  knows  he 
had  a problem  with  alcohol  then,  although  he  did  not 
think  so  at  the  time.  (Denial  begins  early.) 

In  medical  school,  his  dependency  grew,  although 
he  could  make  himself  believe  it  was  manageable.  In 
any  case,  he  could  quit  when  he  wanted  to,  he  assured 
himself.  His  fondness  for  the  euphoria  and  release  of 
ethanol  was  very  different,  he  told  himself,  from  what 
he  knew  of  true  alcoholism.  (The  brain  of  man  is  a 
marvelous  organ,  but  just  as  it  has  the  capacity  for 
seemingly  infinite  creativity  and  wisdom,  so  does  it 
have  the  capacity  for  self-deception.) 

He  carried  the  monkey  on  his  shoulders  into  prac- 
tice. Some  five  years  before  his  real  troubles  began, 
he  had  joined  the  AA  and  quit  drinking.  “I  thought  I 
had  it  licked,”  he  now  says,  with  an  edge  of  disbelief 
in  his  voice. 


The  terrible  proof  that  he  did  not  have  it  licked  came 
m what  first  appeared  to  be  a minor  event.  To  ease 


William  A.  Leitner,  M.D. 
President,  MASA 


of  Dr.  Y 


the  misery  and  discomfort  of  an  upper-respiratory  in- 
fection, he  prescribed  for  himself  a potent  narcotic, 
readily  available  in  his  office  in  the  profusion  of  sam- 
ples from  pharmaceutical  detail  men. 

In  no  time  he  was  hooked:  “More  than  anything  in 
life  I wanted  that  drug,”  he  says  today,  almost  incred- 
ulously. 

It  was  there  for  the  taking  and  he  took  it.  He  con- 
tinued to  dose  himself  even  after  family  and  colleagues 
knew  something  was  wrong.  When  confronted,  he  re- 
calls: “I  lied  up  and  down.  I lied  to  everyone.  Worst 
of  all,  I lied  to  myself.” 

Summoned  before  the  Board  of  Medical  Examiners, 
he  was  suspended  by  action  recommended  to  the  State 
Licensure  Commission.  A few  months  later,  his  li- 
cense was  revoked.  With  the  obvious  pain  of  recall, 
he  now  says:  “I  was  filled  with  rage  and  hostility.  I 
blamed  my  troubles  on  the  Board  of  Medical  Exam- 
iners and  the  Licensure  Commission.  I felt  I had  been 
dealt  with  unjustly.  My  anger  became  as  great  as  my 
denial.” 

And  now? 

“Now  I know  the  Board  saved  my  life.  I know  that. 
I could  not  see  that  then,  because  of  my  total  depend- 
ency on  the  drug.  Anyone  who  challenged  me  or  tried 
to  stand  between  me  and  it  were  my  enemies.” 

A “recovering”  addict,  he  has  had  ample  time  to 
look  at  what  happened  and  to  talk  about  with  candor 
and  objectivity,  even  a Hash  of  sardonic  humor,  as  in 
this  insight: 

“Do  physicians  have  a different  problem  than  others 
with  drug  dependency?  Fundamentally,  no.  We  are 
just  like  other  addicts.  The  differences  are  these,  I 
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believe:  We  have  an  ego  problem  that  may  be  worse 
than  some  have.  We  have  availability.  And  we  don’t 
usually  work  in  a 9 to  5 setting,  directly  and  constantly 
answerable  to  someone  over  us. 

“We  think  we  control  a lot  of  people  and  are  there- 
fore in  control  of  ourselves.  This  may  be  an  important 
difference.  A final  difference  is  that  we  can  account 
for  absences  more  conveniently  perhaps  than  others 
do.  We  can  be  ‘at  the  hospital’  or  ‘called  to  an  emer- 
gency’ and  all  that. 

“But  apart  from  these,  we  are  the  same  flesh  and 
bone  as  others  who  become  chemically  dependent.  We 
are  no  better  than  they  and  no  more  likely  to  whip  it 
alone  than  they.’’ 

In  some  ways,  chemical  dependency  is  the  great 
equalizer.  During  his  more  than  a year  of  revocation. 
Dr.  Y busied  himself  with  basically  two  things  — 
going  to  AA  and  NA  (Narcotics  Anonymous)  every 
day,  working  hard  on  the  famous  “12  steps,’’  and 
tending  to  a small  business  he  had,  luckily,  invested 
in  some  years  earlier. 

“There  was  nothing  else  I could  do.  Medicine  is 
all  I know.  We  lived  on  the  earnings  from  that  and  on 
savings.  At  that,  I was  luckier  than  some  I know,  who 
have  nothing  to  fall  back  on. 

“It  is  a terribly  empty  feeling;  days  can  be  inter- 
minably long.  You  are  suddenly  taken  away  from  not 
only  your  income  but  the  structure  of  your  life.  Without 
AA  I could  have  not  made  it.’’ 


Just  What  the  Doctor  OrcJereid 


IVS 


IV  SERVICES 


IV  Nutrition  Therapy  (TPN)  - IV  Antibiotic  Therapy 
IV  & Epidural  Analgesia  Therapy 
Enteral  Tube  Feedings  - Home  Infant  Photo  Therapy 
Home  IV  Therapy  by  Qualified  Staff 
Family/Patient  Instruction  and  Training 
All  Required  Supplies  - 24  Hour  Emergency  Service 
Home  Health  Agency  Referral 
Direct  Third  Party  Billing 


Corporate  Headquarters  842  Peachtree  St.,  Prattville,  AL  36067 
(205)361-1370  Answering  Service  (205)293-0934 


A physician  friend  was  some  6 months  ahead  of  him 
in  the  disciplining  process.  He  too  turned  to  business 
after  license  revocation  but,  unlike  Dr.  Y,  he  did  not 
resume  practice  when  his  license  was  restored.  He  says 
he  never  will. 

Dr.  Y was  returned  to  his  practice  some  months  ago 
after  a hiatus  of  more  than  a year.  Does  he  enjoy  his 
life  and  practice  now? 

“You  bet,  more  than  ever.’’ 

Is  he  optimistic  about  the  future  ? 

“Absolutely.  I have  relearned  what  optimism 
means.’’ 

Then,  does  he  think  he  is  cured  and  that  it  is  all 
behind  him? 

“No.  I will  never  be  cured.  I have  the  disease.  But 
I have  learned  to  live  — stress  live  — with  it  and 
without  drugs.’’ 

And  what  would  he  say  to  other  physicians,  perhaps 
with  a similar  problem,  who  may  even  now  be  reading 
this? 

“Be  absolutely  honest  with  yourself.  Absolutely 
honest.  You  can’t  be  helped  until  you  are.  That’s  the 
first  step,  and  the  hardest  one  — total  honesty  with 
yourself.’’ 

Dr.  Y is,  once  again,  a delightful  conversationalist. 
He  laughs  easily  and  often,  usually  at  himself.  He 
appears  free  of  all  self-pity,  hostility  and  old  demons. 
That  goes  with  the  new  territory,  his  rediscovery  of 
life. 

MASA  has  an  obligation  to  the  impaired  physician, 
which  we  are  discharging  through  a program  that  has 
been  in  existence  a number  of  years.  In  a perfect  world, 
no  Alabama  physician  would  sink  as  low  as  Dr.  Y 
admits  he  did. 

But  it  is  not  a perfect  world.  There  may  be  those 
reading  this  who  know,  or  should  know,  they  have 
Dr.  Y’s  disease.  I concur  in  his  stressed  advice:  Be 
absolutely  honest  with  yourself.  In  this  regard,  at  least, 
the  old  homily  is  true:  the  doctor  who  treats  himself 
has  a fool  for  a patient.  You  can’t  lick  it  alone. 

Similarly,  physicians  who  know  of  hitherto  uniden- 
tified cases  of  physician  substance  abuse  are  under  a 
heavy  professional  duty  to  contact  the  MASA  Impaired 
Physician  Program  Help  Line,  263-3947.  The  staff 
assistant  to  the  dedicated  physicians  serving  the  As- 
sociation in  this  vital  work  is  George  D.  Getting,  Ed.D., 
who  can  provide  guidance  on  how  to  proceed. 

In  this  important  work,  physicians  are  their  brother’s 
(and  sister’s)  keeper.  I hope  the  case  of  Dr.  Y illus- 
trates the  importance  of  early  intervention  to  rescue  a 
physician  from  the  inevitable  end-point  of  the  sub- 
stance abuse  trajectory.  B 
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A Medic  Computer  System  Located 
Hundreds  Of  Unpaid  Medicai  Biiis. 


And  Not  By  Accident 


It's  true.  When  a Medic  Computer  System  replaced 
another  in  one  large  practice,  it  found  thousands  of  dollars 
in  bills  never  sent  and  insurance  claims  never  filed. 

Medic  can  help  solve  your  cash  flow  problems  just 
as  easily.  Since  each  transaction  has  a unique  number, 
payments  are  easy  to  track.  Our  Aged  Accounts  Receiv- 
able Report  will  list  overdue  accounts  by  any  amount  or 
time  frame  you  choose.  And  our  Aged  Insurance  Claims 
Report  even  calculates  the  number  of  days  since  a 
claim  was  filed.  So  you  can  act  before  a bill  gets  too  large 
or  a claim  gets  too  old. 

Medic’s  already  at  work  in  more  than  2,000  prac- 
ticesfrom  coasttocoast.  And  more  than  6,000physicians 
enjoy  the  security  of  a system  backed  by  a $2.5  billion 
organization.  PlusTexas  Instruments  hardware,  a leader 
in  expandability,  compatibility  and  reliability.  That  makes 
Medic  the  system  you  can  start  with  and  stay  with. 

So  choose  a system  that  will  turn  your  bottom  line 


around.  Call  Medic.  The  specialists  in  computer 
systems  for  America’s  medical  community. 

j~Please  tell  me  how  Medic  Computer  Systems  can  help  my  practice"] 

Name i 

I Address j 

City state Zip 

1 Phone  ( ) Number  of  physicians  in  practice j 

I Specialty I 

I Medic  Computer  Systems  i 

I 8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NC  27615  t 89  AM  | 


computer  systems 


8601  Six  Forks  Road,  Suite  300,  Raleigh,  North  Carolina  27615,  919-847-8102, 1-800-334-8534.  Other  offices: 

Ann  Arbor,  Atlanta,  Austin,  Boston,  Chicago,  Cincinnati,  Dallas,  Denver,  Fort  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 


Programs 

for 

Professionals 


Whether  you’re  a recent  gradu- 
ate or  a well-established  practi- 
tioner looking  for  growth  or  plan- 
ning to  retire  within  the  next  ten 
years,  AFTCO  Associates  has  a 

• Practice  Acquisition  Program:  7 program  for  you. 

Purchase  a practice  and  earn  over  a 

million  dollars  more  in  lifetime  earnings*  when  compared  to  starting  a new  practice. 

• Practice  Merger  Program:  Double  your  patient  base  without  increasing  overhead,  and 
have  the  opportunity  to  earn  passive  income.  Mergers  can  provide  an  average  of 500%  plus 
return  on  investment  the  first  year. 

• Earned  Equity  Program:  The  only  associateship  program  with  a virtually  100%  success 
rate.  Contractual  terms  meet  the  long-term  needs  of  BOTH  parties. 

• Pre-Sale  Program:  Allows  you  to  practice  less,  maintain  your  income,  protect  the  value 
of  your  practice,  and  improve  your  "Quality  of  Life"  NOW. 

• Career  Transition  Program:  Use  your  practice  as  a "transitional  tool."  Maintain  your 
income  while  changing  careers  or  businesses. 

For  professionalism,  integrity,  and  confidentiality,  call  AFTCO  today  and  see  for  yourself. 
"EgUITABLE  TRANSACTIONS  THROUGH  DUAL  REPRESENTATION" 

PRACTICE  SALES/MERGERS 
EQUnr  ASSOCIATESHIPS 
PRACTICE  APPRAISALS 
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Since  the  first  successful  resection  of  a ruptured 
abdominal  aortic  aneurysm  (AAA)  over  30  years 
ago,  rupture  has  continued  to  represent  a surgical  emer- 
gency with  100%  mortality  if  unattended  surgically. 
Advances  in  surgical  technique  and  supportive  care 
have  reduced  the  operative  mortality;  however,  the 
overall  mortality  rate  remains  high.  Reported  mortality 
rates  of  15-80%  for  ruptured  AAA  appear  in  the  lit- 
erature with  an  equally  variable  number  of  possible 
contributing  factors  to  lowered  mortality.  Prognostic 
factors  include  hypotension,  anemia,  free  rupture,  de- 
lay in  surgical  intervention,  previous  cardiac  status  and 
age.  With  the  advent  of  emergency  airtransport,  delays 
in  surgical  treatment  have  been  reduced  and  may  affect 
the  outcome  of  ruptured  aneurysms.  The  purpose  of 
this  study  was  to  evaluate  a helicopter  transport  system 
and  protocol  presently  used  for  Level  1 trauma  and  its 
application  to  the  transport  of  patients  with  ruptured 
AAA. 

Materials  and  Methods 

The  Life  Saver  program  is  based  at  Carraway  Meth- 
odist Medical  Center  in  Birmingham,  Alabama  and 
uses  Bell  Turbo  and  Jet  Long  Ranger  helicopters  with 
critical  care  and  resuscitative  equipment  to  accom- 
modate two  patients.  All  flights  carry  a physician  and 
a flight  nurse  and  over  90%  of  the  helicopter’s  flights 
are  inter-hospital  transfers.  Transport  of  trauma  vic- 
tims and  surgical  emergencies  has  accounted  for  ap- 
proximately one-half  of  Life  Saver’s  flights. 

Between  January  1981  and  January  1987,  Life  Saver 
transported  7,752  patients,  of  which  72  (17%)  had  the 
diagnosis  of  ruptured  abdominal  aneurysm.  Twenty- 
three  of  those  patients  were  transported  to  Carraway 
and  make  the  basis  for  this  report.  Patients  originated 


•From  the  Dcpanmcnis  of  Surgery  Carraway  Mclhrxlisl  Medical  Center  and  The 
Norworxl  Clinic.  Inc  . Birmingham.  Alabama  Address  for  correspondence  Raleigh 
B Kent.  III.  M I)  . Assistant  Director  of  Surgical  Eulucalion.  Carraway  Mclhtxiisi 
Medical  Center.  1600  North  26lh  Street.  Birmingham.  AL  35234 


from  throughout  the  northern  part  of  the  state  of  Al- 
abama. All  were  transferred  by  physicians  at  smaller 
hospitals  without  appropriate  facilities  and  expertise 
to  manage  this  condition.  Of  the  23  transported  to  our 
hospital,  14  of  the  total  23  expired  for  an  overall  mor- 
tality of  60.9%.  The  average  flight  distance  was  rel- 
atively equal  at  46  air  miles  (one  way)  for  the  fatalities 
and  44.5  air  miles  for  survivors.  Time  from  receiving 
the  call  from  the  transferring  institution  to  reaching 
the  operating  room  did  show  some  differential  aver- 
aging two  hours  twenty-nine  minutes  for  non-survivors 
and  one  hour  fifty-seven  minutes  for  survivors.  Pro- 
cedures performed  by  the  flight  physician  included  IV 
access,  continued  resuscitation  with  crystaloid  and 
blood  transfusions,  mechanical  ventilation  and  IV 
pressor  agents.  The  flight  physician  communicated  di- 
rectly with  the  receiving  surgeon  and  those  patients 
deemed  to  unequivocally  have  a ruptured  abdominal 
aortic  aneurysm  were  transferred  non-stop  to  the  op- 
erating room  saving  precious  time.  Eight  patients  were 
taken  directly  to  the  operating  room  upon  arrival  to 
the  hospital  with  the  remaining  15  delayed  undergoing 
further  evaluation  and  resuscitation  in  the  ER  prior  to 
going  to  the  operating  room.  All  patients  arrived  alive 
at  Carraway  and  no  patients  died  in  flight. 

Of  the  23  patients  with  ruptured  abdominal  aortic 
aneurysms,  16  were  confirmed  to  have  a free  rupture 
and  seven  had  leaking  abdominal  aortic  aneurysms  at 
operation.  As  expected,  the  mortality  for  truly  free 
rupture  was  13/16  (81%)  compared  to  1 of  7 (14%) 
for  leaking  abdominal  aortic  aneurysms.  Thirteen  of 
14,  representing  93%  of  those  who  expired  were  hy- 
potensive preoperatively  compared  with  7 to  9 at  78% 
of  survivors.  Hypotension  on  arrival  to  the  operating 
room  showed  a greater  differential  with  10/14  (71%) 
in  non-survivors  vs.  4/9  (44%)  in  survivors.  It  is  of 
note  that  none  of  the  patients  with  a blood  pressure 
greater  than  100  systolic  preoperatively  were  hypo- 
tensive on  arrival  to  the  operating  room.  Of  those 


January  1989  / I.J 


patients  who  expired,  six  died  intraoperatively,  four 
within  the  first  24  hours  postoperatively,  and  four  were 
delayed  deaths  with  an  average  of  55.5  days  postop- 
eratively. 


Discussion 

Expeditious  transport  is  one  aspect  of  the  care  of 
the  patient  with  a ruptured  aortic  aneurysm.  In  the 
past,  transport  was  almost  exclusively  by  ground,  either 
by  private  car  or  ambulance.  With  the  development  of 
air  transport  systems  and  a more  sophisticated  pre- 
hosptial  communications  network,  patients  are  able  to 
be  routed  to  an  appropriate  hospital  faster  and  those 
receiving  hospitals  are  alerted  of  the  patient’s  arrival. 
The  development  of  helicopter  transport  along  with 
trauma  and  cardiac  centers  has  especially  been  dra- 
matic in  decreasing  the  mortiality  rate  in  trauma  and 
cardiac  patients.  This  same  system  of  communications 
network,  helicopter  transport,  and  trauma  protocols 
may  be  used  in  the  treatment  of  a ruptured  abdominal 
aortic  aneurysm,  which  is  the  ultimate  surgical  emer- 
gency. 

This  offers  many  advantages  to  the  patient  with  rup- 
tured abdominal  aortic  aneurysm.  Aside  from  a more 
rapid  method  of  transportation  to  an  appropriate  hos- 
pital, continuous  interventional  care  by  a physician  is 
provided  during  transport.  This  allows  direct  physician 
communication  to  the  receiving  hospital.  Personnel  are 
able  to  be  mobilized  both  in  the  ER  and  Operating 
Room  using  the  protocol  developed  for  the  care  of 
trauma  victims.  Often  times,  the  ER  is  bypassed  and 
the  patient  is  taken  directly  to  the  Operating  Room, 
saving  valuable  time.  Thus,  ruptured  AAA  is  much 
less  common  disease  occurrence  than  severe  trauma, 
but  no  less  severe  in  its  outcome,  is  able  to  be  treated 
in  a routine  day  to  day  fashion  more  expeditiously. 
Like  other  series  of  ruptured  abdominal  aortic  aneu- 
rysms, those  patients  with  true  ruptured  aneurysms  do 
not  fare  as  well  as  leaking  aneurysms  and  those  patients 
with  blood  pressure  greater  than  100  fared  better  than 
those  with  more  severe  hypotension.  Even  with  the 
rapid  transport  system,  our  mortality  is  comparable  to 
other  series.  The  difference  is  all  these  patients  came 
from  outside  the  metropolitan  areas  of  Birmingham, 
Alabama  traveling  an  average  of  approximately  45  air 
miles  to  the  Carraway  Methodist  Medical  Center.  It  is 
likely  that  several  of  these  patients,  if  handled  in  the 
tradition  way  with  ground  transport  system  would  not 
have  survived  the  trip.  There  is  no  way  in  a retro- 
spective study  to  determine  the  exact  effect  those  pa- 
tients would  play  in  changing  the  surgical  mortality. 
While  transport  of  patients  with  ruptured  aortic  aneu- 
rysms is  but  one  aspect  of  care,  any  steps  taken  to 
decrease  the  confusion  and  transport  time  using  estab- 
lished protocol  is  in  the  best  interest  of  these  unfor- 
tunate patients.  □ 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anb-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  ^ects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ^ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administraUon  of  the  drug,'  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.''  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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An  Education  in 
College  Financing 

By  AMA  Advisers,  Inc.* 


A college  education  ranks  high  on  the  list  of  as- 
pirations that  most  parents  have  for  their  chil- 
dren. Yet  this  important  part  of  the  American  dream 
is  growing  more  expensive  each  year.  Consider  that 
the  average  total  cost  of  attending  a single  year  at  a 
four-year  public  college  is  now  $5,800  per  year.  If 
you’re  currently  financing  an  education  at  a private 
four-year  college,  you’re  probably  paying  more  than 
twice  that  amount.  And  unfortunately,  relief  is  not  in 
sight  for  beleaguered  parents.  The  costs  of  a college 
education  are  expected  to  continue  rising  at  a rate  faster 
' than  inflation. 

I Since  all  but  the  wealthiest  of  families  would  find 
it  impossible  to  pay  for  such  expenses  out  of  current 
; income,  getting  an  early,  disciplined  start  towards  sav- 
i ing  is  essential.  Do  not  assume  that  since  junior  is  still 
in  diapers,  you  can  put  off  starting  a college  nest  egg 
for  a few  years. 

By  initiating  a savings  plan  as  soon  as  your  baby  is 
bom,  you  will  have  time  to  employ  a long-term  growth 
I strategy  entailing  a level  of  risk  that  would  not  be 
I pmdent  if  your  child  were  already  in  high  school.  You 
' should  not  be  discouraged  if  you  can  afford  to  make 
only  small  investments  at  first.  Employ  a disciplined 
approach,  and  as  your  income  rises  over  the  years, 
gradually  increase  the  amount  regularly  set  aside  for 
college  savings. 

The  ABCs  of  College  Savings 

Current  tax  law  will,  of  course,  play  a significant 
role  in  shaping  any  college  savings  plan.  Among  the 
most  relevant  changes  made  effective  by  The  Tax  Re- 
form Act  of  1986  are: 

i*  A child’s  unearned  income  in  excess  of  $1,000  a 
year  is  taxed  at  the  parent’s  rate  until  that  child 
reaches  the  age  of  14,  at  which  time  the  child’s  tax 
I rate  will  apply. 

•AMA  Advisers.  Inc.  is  the  Financial  Services  and  Investment  Counseling  Or- 
ganization owned  by  the  American  Medical  Association  AMA  Advisers  offers  med- 
ical professionals  a full  array  of  investment  products  and  financial  services  for  re- 
I tirement  plans  and  personal  investments.  For  more  complete  information  on  the 
prixlucts  offered,  including  charges  and  expenses,  call  toll-free  l-80()-AMA-FXIND 
I (262-3863) 


• The  benefits  of  income-shifting  techniques,  such  as 
Clifford  Trusts,  were  sharply  curtailed  by  the  ruling 
that  all  income  from  such  trusts  is  now  taxable  to 
whomever  establishes  the  trust. 

• With  exception  of  a home  equity  loan,  interest  on 
money  borrowed  for  educational  purposes  is  no 
longer  deductible. 

Even  though  many  of  the  traditional  means  of  ac- 
cumulating funds  for  college  no  longer  apply,  there 
are  still  a number  of  valuable  strategies  to  consider. 

Tax  deferred  investing  will  help  parents  of  younger 
children  maximize  long-term  returns.  A good  way  to 
begin  is  by  purchasing  shares  in  a long-term  growth 
mutual  fund  which  has  a history  of  making  minimal 
dividend  payments.  Fund  appreciation  will  not  be  taxed 
until  the  shares  are  sold,  which  should  take  place  when 
the  child  is  at  least  14  so  his  or  her  tax  rate  applies. 

Tax  exempt  zero  coupon  bonds  are  also  appropriate 
for  the  college  savings  plan  of  a child  younger  than 
14.  Since  these  bonds  do  not  pay  any  interest,  they 
are  purchased  for  an  amount  far  less  than  their  face 
value.  The  investor’s  rate  of  return  comes  from  the 
zero  coupon  bond’s  long-term  appreciation.  Once 
again,  taxes  are  not  paid  until  the  investor  receives  the 
face  value  of  the  bond  at  the  date  of  maturity. 

Also  suitable  are  both  fixed  and  variable  annuities 
because  their  earnings  accumulate  tax  free  until  the 
scheduled  payments  begin.  Annuity  insurance  poli- 
cies, such  as  variable  life  and  single  premium  whole 
life,  are  another  good  choice  for  the  younger  child. 
The  cash  value  of  the  policy,  including  all  earnings, 
is  not  taxed  on  a current  basis.  And  if  needed,  income 
distributions  can  be  made  at  any  time  through  tax  free 
loans. 

For  high-income  parents,  investing  in  tax-exempt 
bonds  should  be  considered.  Due  to  lower  minimums 
and  the  benefit  of  portfolio  diversification,  many  peo- 
ple prefer  to  invest  in  municiple  bonds  through  mutual 
funds  specializing  in  such  investments. 

continued  on  next  page 
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And  finally,  consider  buying  Series  EE  U.S.  Sav- 
ings Bonds  in  your  child's  name.  If  held  for  at  least 
5 years,  the  yield  on  these  bonds  is  guaranteed  to  be 
a minimum  ot  6%.  Taxes  do  not  have  to  be  paid  on 
the  earned  interest  until  the  bond’s  maturity,  which 
once  again,  should  be  timed  to  occur  after  the  child 
turns  14.  Other  advantages  of  investing  in  Series  EE 
Savings  Bonds  is  that  they  can  be  purchased  in  small 
amounts  ($50  being  the  lowest  demonination)  and  sales 
commissions  are  not  levied. 

Strategies  for  the  Older  Child 

After  the  age  of  14,  when  a child’s  income  is  taxed 
at  his  or  her  rate,  parents  need  no  longer  be  as  con- 
cerned with  minimizing  current  income.  Hence,  if  a 
child’s  assets  have  been  invested  in  tax-exempt  mutual 
funds,  they  should  be  shifted  into  taxable  income- 
oriented  funds  offering  higher  yields. 

Parents  may  want  to  establish  a custodial  account 
in  their  child’s  name  under  the  Uniform  Gift  to  Minors 
Act  (UGMA).  These  account  are  easy  to  open  and  do 
not  require  any  legal  fees.  Mutual  funds,  brokerage 
houses  and  banks  can  provide  the  necessary  forms. 
The  accounts  provide  an  efficient  means  by  which 
parents  can  pass  on  a gift  to  a child,  while  having  that 
gift  be  administered  by  a custodian. 

By  law,  a parent  (or  any  adult)  is  allowed  to  give 
a gift  of  $10,000  per  year  to  each  child  without  tax 
consequences.  A married  couple  may  give  each  child 
a total  to  $20,000  per  year.  Under  the  UGMA,  the 
gifts  must  be  in  the  form  of  either  cash  or  securities, 
and  the  assets  generally  come  under  the  control  of  the 
child  when  he  or  she  turns  18. 

Parents  of  older  children  should  also  keep  in  mind 
that  the  shorter  the  amount  of  time  before  college  ap- 
plications are  due,  the  more  conservative  one’s  in- 
vestment choices  should  be.  A year  or  two  is  generally 
not  enough  time  to  recoup  investment  losses  resulting 
from  taking  unnecessary  risks. 

Other  College  Considerations 

• Explore  a wide  range  of  colleges  and  universities. 
Many  lesser  known  schools  offer  a high  quality 
education  at  below  average  costs. 

• Do  not  assume  that  your  family’s  income  level  ex- 
cludes the  possibility  of  receiving  financial  aid  — 
especially  if  more  than  one  of  your  children  is  at- 
tending college  at  the  same  time.  Request  the  nec- 
essary financial  aid  forms  and  go  over  them  with 
your  accountant. 

• Many  student’s  obtain  part-time  positions  on  cam- 

pus so  that  they  can  finance  their  books  and  personal 
expenses.  Rather  than  interfering  with  academic  or 
social  pursuits,  these  jobs  often  offer  a welcome 
break  from  studying  and  provide  new  students  with 
opportunities  to  meet  people.  0 
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BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Dmg  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  However, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  dmgs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months’  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pnjritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 (X)  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1 /87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1 987,9(4):395-399. 
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Carafetd  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique, 

nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


ARAFATE 


sucralfate/Marion 

Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


Experience  counts 


Cefoclor 


Pulvules® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


SummirY. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influenzae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streplococcil 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECiOR  should  be  administered  cautiously  to  penicillin- 

sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Oiscontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  cephalosporins. 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment. 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens- Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1,5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizriness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abrormalilies  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children), 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly).  loeioseii 

Additional  information  available  from  Pv  2351  amp 

Cli  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988.  ELI  LILLY  AND  CONIPANY  CR-5012-B-8493A5 


Investing  is  a complicated  business... and  no 
one  knows  this  better  than  AMA  Advisers,  Inc. 
We’re  the  investment  organization  interested  in 
serving  investment  needs  nationwide  with  the 
full  array  of  mutual  funds  in  The  AMA  Group. 

We’ve  been  in  the  business  for  nearly  twenty-five 
years  and  have  successfully  managed  mutual 
funds  since  1966.  We  pride  ourselves  on  our 
money  management  expertise  and  experience. 

You  can  build  your  investment  program  around 
The  AMA  Group,  the  mutual  funds  managed  by 
AMA  Advisers,  Inc.,  designed  to  help  you  meet 
your  financial  goals  with  a broad  choice  of 
investment  choices.  Plus,  we  olTer  a full  range 
of  investor  services,  including  Retirement 
Plans,  Asset  Investment  Management  (AIM), 
and.  Discount  Brokerage  Services. 

Investing  need  not  be  all  that  complicated.  Let 
AMA  Advisers  show  you  how!  Simply  complete 
and  mail  the  coupon  for  your  FREE  Information 
Kit  on  the  funds  in  The  AMA  Group.  We’ll  send 

Building  Mutual  TYust 


AMA  ADVISERS,  EVC. 

The  Kinanrlal  Services  and  Investment  Coiinselln<> 
Organization  Owned  by  the  American  Medical  /Vssociation 


you  a prospectus  with  more  complete  informa- 
tion detailing  fees  and  expenses.  Please  read 
the  prospectus  carefully  before  you  invest  or 
send  money. 

l\ow  you  can  also  receive  a FREE  Investment 
Information  Booklet  provided  by  The 
Investment  Company  Institute  when 
you  respond. 

Get  up-to-date  information  on 

■ Investing  ■ Mutual  funds 

■ How  to  decide  on  a fund 

■ Setting  Investment  Objectives 

FOR  FASTER  ACTION,  CUE  TOLI^FREE 
l-BOO-AMA-FEIVD 
(262-3863) 


AL1933 


MAIL  TO:  The  AMA  Group 
Mutual  funds  mana^'cd  by  AMA  Advisers,  Inc. 
P.O.  Box  1923,  West  Chester.  PA  19380-1923 
hTyks.  I want  my  FREE  Information  Kit  on  the 
funds  in  The  AMA  Group. 


Name 


Address . 
City 


Slate . 


Zip. 


Davlime  Telephone  I 


For  faster  claims  payment, 
count  on  the  card^s  computer* 

And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARDr 

Blue  Cross 

and 

Blue  Shield 

of  Alabama 

Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin  provides  exceptionai 

patient  acceptance - 

700  million  doses  in  ten  years. 


Millions  140 


projected 


♦ In  ten  years  of  clinical  experience,  nausea, 
sedation  or  constipation  have  rarely  been 
reported.^ 

. ..and  longer  lasting  pain  rei let- 
up to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine. 
In  one  study,10  mg  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg  of  codei  ne.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan  60  mg 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 

24  hours).  1 03(3  on  fj|e_  Knoll  Pharmaceuticals 

2.  Hopkinson  JH  III.  Curr  TherRes  24:503-516,  1978 

3.  BeiNcr  Arch  Intern  Med.  141:293-300, 1981 


hydrocodone  bitartrate  S mg  (Warning  May  be  habit 
forming)  and  acetaminophen  SOO  mg 

The  original  hydrocodone  anaigesh 
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(hvOiocodone  bitoftrote  5 mg  [Wocning  Mov  be  hobif  rormmgl 
onO  ocetominophen  500  mg) 


INDICAT10NSANDUSAGE;  For  the  relief  of  moderatetomoderately  severe  pain. 
CONTKAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hyarococione, 
WARNINGS: 

Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulf  ite,  a sulfite  that 
may  cause  alierqic-type  reactions  including  anaphylactic  symptoms  and  life- 
threateninq  or  less  severe  asthmatic  episodes  in  certain  susceptible  people. 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low.  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydro^loride.  {see  ADVERSE  REACTIONS.  Respiratory  Depression). 
Head  Injury  and  Increas^  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotic  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore, 
narcotics  produce  adverse  reactions  which  may  obscure  the  clinical  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure 
the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS; 

Special  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture  The  usual  precautions  should  be 
observed  and  the  possibility  of  respiratory  depression  should  be  kept  in  mind. 
Information  for  Patients;  VICODIN,  like  all  narcotiG,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially  hazard- 
ous tasks  such  as  driving  a car  or  operating  machinery,  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all  narcotic, 
caution  should  be  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesic,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  aoditive  CNS  depression.  When  combined 
therapy  is  contemplatea,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  nsk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
indude  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose.  There  Is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  1.0  mg/kg  q6h,  and  paregoric  2 
to  4 drops^g  oAh,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  of  therapy  is  4 to  28  days,  with  the  dosage  decreased  as  tolerated. 
Labor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  the  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infents  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS; 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes. 

Gastrointestinal  System;  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION;  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydro^one  Gn  develop  with  continued  use  and  the  incidence  of  untoward 
effects  IS  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 
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Information  for  Authors 
Concerning  Manuscripts 

Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2  x 11  inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  ap- 
proval of  all  contributions  rests  with  the  Editor.  Ala- 
bama Medicine  reserves  the  right  to  edit  any  material 
submitted.  The  publishers  accept  no  responsibility  for 
opinions  expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional 
or  other  credits.  Bibliographies  must  contain,  in  the 
order  given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  StylebookI Editorial  Manual,  published  by  the 
AM  A,  is  the  general  reference  for  questions  of  style. 
It  is  particularly  useful  in  the  proper  presentation  of 
data.  When  conflicts  occur  between  usage,  etc.,  by  an 
author  and  the  stylebook,  these  will  be  resolved  in  favor 
of  the  author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 

Einal  authority  on  grammar  is  Webster’s  New  In- 
ternational, Unabridged.  Second  Edition. 

Length  of  articles;  Articles  should  not  exceed  3,000 
words  (approximately  3-4  printed  pages).  Under  ex- 
ceptional circumstances  only  will  articles  of  more  than 
4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  Eor  pho- 
tographs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Ala- 
bama, P.  O.  Box  1900-C,  Montgomery,  Alabama 
36197.  Telephone  (205)  263-6441,  or  (toll-free  in  Al- 
abama) 1-800-392-5668. 
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Abstract 

These  abstracts  were  presented  at  the  fif- 
teenth Annual  Student  Research  Day  held  at 
the  University  of  South  Alabama  College  of 
Medicine  on  Aug.  29,  1988.  We  are  extremely 
proud  of  the  interest  and  productivity  dem- 
onstrated by  our  students.  Summer  research 
programs  are  sponsored  by  the  National  In- 
stitutes of  Health,  the  Juvenile  Diabetes  Foun- 
dation and  the  National  Cancer  Institute.  Proj- 
ects are  open  to  incoming  and  matriculated 
medical  students  as  well  as  a small  under  of 
undergraduates.  The  broad  spectrum  of  re- 
search topics  illustrated  in  these  abstracts  rep- 
resents the  varied  interests  of  the  College  of 
Medicine  faculty.  Participation  by  medical  stu- 
dents in  scientific  research  is  an  integral  part 
of  the  education  program  at  South  Alabama 
and  we  feel  that  regardless  of  the  student’s 
career  goals,  his/her  abilities  will  be  enhanced 
by  the  discipline  required  in  these  activities. 
— Betsy  Bennett,  M.D.,  Ph.D.,  Associate  Dean 
for  Academic  Affairs,  College  of  Medicine 


Paraquat-induced  Chemiluminescence  in 
Rat  Lungs  in  vivo 
Mark  T.  Herrin  (COM  II) 

The  dclcrminulion  of  chemiluminescence  (Cl.)  is  an  indireci  measurement  of  lipid 
jcroxidation  Lung  O.  tonicity  may  be  triggered  by  exposure  to  I0()'^  oxygen  For 
rxampic.  newborn  babies  exposed  to  l(X)0f  (),  (in  order  to  increase  Oj  delivery  to 
issues)  may  develop  severe  lung  damage  (including  RDS)  Since  O2  irealmenl  is  the 


only  way  to  increase  blood  oxygenation,  it  is  necessary  to  develop  methods  to  protect 
lungs  from  oxidative  stress.  Injection  of  paraquat  (PQ,  actively  taken  up  by  type  II 
pneumocytes)  produces  a model  which  mimics  the  effects  of  O.  toxicity,  increasing 
lung  CL.  This  study  focused  on  determining  the  effect  of  O2  on  the  emission  of  CL 
from  rat  lungs  pretreated  with  PQ.  The  variation  of  CL  from  in  vivo  rat  lungs  over 
a range  of  PQ  dosages  was  compared  with  that  of  control  specimens.  In  both  control 
and  PQ  treated  rat  lungs,  the  CL  was  determined  when  the  specimen  was  ventilated 
with  either  air  or  100%  O..  The  results  showed  that  as  the  PQ  dosage  increased,  the 
time  for  comparable  CL  to  be  produced  decreased.  The  increase  in  O.  concentration 
increased  the  spontaneous  lung  CL  1 to  3-fold  in  those  animals  pretreated  with  PQ. 
but  not  in  control  animals.  Preliminary  results  indicated  that  intravenous  administra- 
tion of  superoxide  dismutase  (SOD)  decreased  the  CL  signal  by  40%.  Intratracheal 
instillation  of  liposomes  containing  SOD  did  not  protect  but  rather  stimulated  the 
PQ-mediated  injury  to  the  lungs  producing  large  hemorrhagic  areas.  Chlorophyll  may 
trap  energy  from  excited  species  formed  during  lipid  peroxidation,  and  emit  this 
energy  as  fluorescence,  thus  increasing  the  CL  signal.  Preliminary  results  showed 
that  intravenous  injection  of  liposomes  containing  chlorophyll  increased  the  emission 
of  CL  from  control  lungs  in  50%. 

Sponsor:  Julio  F.  Turrens.  Ph  D..  Department  of  Biochemistry 


Effects  of  R-Tetrabydrobiopterin  on 
Rat  Circling  Behavior:  Dose  Response,  Duration 
of  Effect  and  Mechanism  of  Action 
Thomas  Dwight  Harper  (COM  I) 

Deficiency  of  the  neurotransmitter  dopamine  is  associated  with  many  neurological 
disorders.  R-tetrahydrobiopterin  (R-BH4)  plays  a vital  role  as  a cofactor  for  tyrosine 
hydroxylase,  the  rale  limiting  enzyme  in  the  synthesis  of  dopamine.  The  ability  of 
R-BFI4  to  stimulate  biosynthesis  of  dopamine  was  measured  by  its  effect  on  am- 
phetamine-induced circling  in  rats  which  had  been  unilaterally  lesioned  in  the  sub- 
stantia nigra  with  6-hydroxydopamine  Three  experimental  groups  were  established 
consisting  of  eight  animals  each  In  group  one.  animals  were  treated  with  0.5  mg 
amphetamine  /kg  body  weight  thirty  minutes  after  vehicle  or  increasing  doses  of  R- 
BH4  R-BH4.  at  doses  of  0.025.  0.05.  0.10.  and  0.20  mmole/kg  body  weight, 
increased  amphetamine-induced  circling  behavior  by  20%.  90%.  242%.  and  330% 
respectively.  In  group  two.  R-BFI4.  at  a dose  of  0 I mmole/kg.  was  given  at  30. 
12().  240.  and  480  minutes  prior  to  injection  of  0.5  mg/kg  amphetamine  In  all  four 
cases.  R-BFI4  increased  amphetamine-induced  circling  behavior  well  above  that  of 
amphetamine  alone  In  group  three,  carbidopa  was  used  to  bliKk  peripheral  dopa 
decarboxylase,  thus  bltK'king  peripheral  synthesis  of  dopamine  Treatment  with  car- 
bidopa had  no  effect  on  turning  behavior  induced  by  R BH4  and  amphetamine  Thus. 
R-BM4  IS  acting  to  increase  dopamine  synthesis  in  the  central  nervous  system  in  a 
dose  dependent  manner  which  is  maintained  for  at  least  eight  hours 

.Sponsors  June  F Ayling.  Ph  D . and  William  SlriK).  Ph  D . Department  of  Phar- 
macology 
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Tissue  and  Species  Distribution  of  Xanthine 
Oxidase  in  Man,  Rabbit,  and  Rat 
Keith  T.  Chesser  (COM  II) 

The  cn/yme  \anihine  oxidase  plays  a major  role  in  the  production  ol  oxygen- 
derixed  free  radicals  in  reperfusion  injury  in  many  widely  used  animal  models.  This 
en/yme  is  not  ubiquitously  distributed  among  tissues  and  species.  Because  of  the 
active  participation  in  reperfusion  injury  by  xanthine  oxidase,  il  indeed  it  is  present. 
It  has  become  a primary  concern  in  judging  the  validity  of  a particular  laboratory 
model  as  it  relates  to  the  analogous  human  disease  state.  This  project  examines  the 
distribution  of  xanthine  oxidase  and  its  precursor  xanthine  dehydrogenase  in  the  major 
tissues  of  rat.  rabbit,  and  man. 

Samples  ol  dillerent  tissues  trom  each  species  were  homogenized  in  a Vertis 
homogenizer  along  w ith  an  amount  of  .SO  mM  potassium  phosphate  + 10  inM  EDTA 
buller  solution  live  times  the  weight  of  each  sample  The  homogenates  were  then 
centrifuged  for  ,10  min.  at  l.S.OOO  rpm.  and  the  supernatant  liquid  from  each  tissue 
analyzed  by  absorption  spectrophotometry  for  1)  xanthine  oxidase  activity  and  2) 
combined  activity  of  both  xanthine  oxidase  and  dehydrogena.se.  Activity,  when  pres- 
ent. was  calculated  in  terms  of  milliunits  of  enzyme  per  gram  .of  tissue.  It  was  found 
that  rats  have  high  concentrations  of  xanthine  oxidase  in  most  tissues,  while  rabbits 
and  humans  have  little,  it  any,  xanthine  oxida.se  in  many  tissues,  especially  heart. 
These  findings  suggest  that  rabbit  organs  --  paniculary  those  which  show  a xanthine 
oxidase  activity  comparable  to  their  human  counterparts  — would  provide  a better 
model  than  rat  orpns  for  ischemia/reperfusion  injury  studies  in  terms  of  modelling 
ischemia/'reperfusion  injury  to  a particular  human  organ. 


Sponsor:  Joe  McCord,  Ph  D..  Department  of  Biochemistry. 


Improved  Design  of  Specialized  Surface  Coils  for 
Magnetic  Resonance  Imaging 
Paul  E.  Noel  (COM  II) 

This  study  is  based  on  MRI  surtace  coils  that  are  being  designed  for  observing 
changes  in  the  bone  marrow  of  sickle  cell  patients.  The  previous  design  of  the  leg 
coil  consisted  ot  a network  of  interconnecting  PVC  pipes  in  the  shape  of  a trough. 
The  radio  frequency  (R.F.)  coil  was  housed  within  the  pipes  and  would  receive  the 
free  induction  decay  signals  from  the  knee  to  the  ankle.  While  this  open  configuation 
was  easy  to  use  by  the  technicians  and  allowed  for  some  tlexibilily  in  the  positioning 
ot  the  leg.  it  failed  to  provide  an  adequately  uniform  scanning  field.  It  was  evident 
that  a second  coil  with  a more  uniform  scanning  field  while  still  allowing  some 
freedom  in  leg  positioning  was  needed.  This  is  an  important  consideration  in  that 
many  sickle  cell  patients  cannot  keep  their  legs  fully  extended  over  long  periods  of 
time  without  discomfort. 

The  coil  that  was  designed  to  meet  these  requirements  was  patterned  after  a suc- 
cessful design  used  earlier  for  a wrist  coil.  The  new  surface  coil  consisted  of  a large 
section  of  cylindrical  PVC  pipe  and  two  R.F.  coils  constructed  of  copper  strip.  The 
two  parallel,  overlapping  R.F.  coil  was  tuned  to  the  Larmor  frequency.  Some  dif- 
ficulty was  encountered  with  the  internal  capacitance  of  the  coil;  however,  this  was 
remedied  by  shortening  its  length.  Although  this  did  reduce  the  volume  that  could 
be  scanned,  it  still  produced  images  of  better  quality  than  the  previous  design. 

When  the  new  coil  was  tested  on  patients,  it  performed  well  in  terms  of  increased 
scan  uniformity  and  patient  comfort.  The  width  of  the  leg  coil  and  its  cylindrical 
design  allowed  not  only  for  a more  readable  scan  but  also  more  flexibility  in  the 
positioning  of  the  patient's  leg. 


Advisor:  Michael  Happen  Ph.D..  Department  of  Radiology. 


Norepinephrine  Input  into  the 
Hypoglossal  Nucleus 
Mary  Elizabeth  Chapman  (COM  II) 

The  principal  calecholaminergic  innervation  of  the  hypoglossal  nucleus  (XII).  the 
motoneurons  innervating  the  tongue  musculature,  is  norepinephrine  (NE).  Protrusor 
motoneurons,  located  in  the  caudoventromedial  quadrant  of  XII.  are  preferentially 
targeted  by  this  input.  However,  the  origin  of  NE  afferents  to  XII  remains  obscure. 
This  study  investigated  the  NE  projection  from  the  A7  catecholamine  cell  group  in 
the  dorsolateral  pons,  i.e..  the  pneumotaxic  center,  to  XII. 

Lesions  were  placed  stereotaxically  in  the  A7  cell  group  or  in  their  descending 
fibers  in  anesthetized  female  rats.  After  surviving  3-14  days,  animals  were  perfused 
transcardially  and  the  brainstems  prepared  for  immunocytochemical  localization  of 
tyrosine-hydroxylase  (TH).  the  rate  limiting  enzyme  in  the  biosynthesis  of  catechol- 
amines. 

Lesions  involving  the  A7  cell  group  results  in  decreased  TH  immunoreactivity  in 
XII  on  the  lesioned  side  after  12  days.  This  observation  was  confirmed  by  lesioning 
the  fiber  bundle  of  the  A7  cell  group  in  the  medulla  immediately  lateral  to  XII.  In 
both  cases,  degenerating  TH-positive  profiles  were  seen  throughout  XII  ipsilaterally. 
Damaged  libers  appeared  larger,  more  tortuous  and  were  associated  with  large, 
swollen  varicosities.  Decreased  staining  was  especially  pronounced  ventromedially. 

These  observations  suggest  the  following:  1 ) the  A7  cell  group  provides  NE  in- 
nervation to  XII:  2)  NE  fibers  descend  the  brainstem  through  the  dorsolateral  reticular 
formation  and  enter  XII  laterally;  and,  3)  there  are  additional  sources  of  NE  inner- 
vation to  XII . It  is  proposed  that  the  A7-XII  projection  plays  a role  in  respiratory- 
related  functions  of  the  tongue. 


Sponsor:  L.  D.  Aides.  Ph.D..  Department  of  Anatomy  and  Cell  Biology. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCiand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information.  FDA  has 
classihed  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  cobtis)  and  acute  enterocobtis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction:  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alermess  {e  g , operating  machinery,  driving). 

V&age  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  antichobnergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  bmit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  graduaUy  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocjtiosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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Selective  Vagal  Innervation  of  Atrial  Contractile 
Tissue  in  the  Canine  Heart 
Stanley  C.  Hewlett  (COM  H) 

Parasympathetic  pathways  mediating  chronotropic  (heart  rate),  dromotropic  (atrio- 
ventricular interval)  and  atrial  inotropic  (contractile  force)  responses  to  supramaximal 
cervical  vagal  nerve  stimulation  w'ere  determined  follow  ing  sequential  dissection  of 
autonomic  nerves  that  accompany  major  cardiac  vessels.  The  negative  dromotropic 
response  (heart  block)  associated  wtth  parasympathetic  stimulation  during  concurrent 
atnal  pacing  was  eliminated  by  dissection  of  the  inferior  vena  cava  — inferior  left 
atrium  (IVC-ILA)  fat  pad  ganglia.  The  negative  chronotropic  effects  associated  with 
vagal  stimulation  were  abolished  by  dissections  of  the  right  pulmonary  vein  complex 
(RPVC)  fat  pad  ganglia  and  adjacent  segments  of  the  azygous  vein  and  distal  right 
pulmonary  artery  . For  vagal  modulation  of  right  atrial  contractile  force,  intracardiac 
nerve  projections  were  localized  at  the  IVC-lLA  fat  pad  ganglia,  within  the  RPVC 
lat  pad  ganglia,  and  especially  along  the  dor.sal  surface  of  the  common  pulmonary 
vein  complex.  Parasympathetic  nerve  projections  affecting  left  atrial  contractile  force 
were  associated  with  the  dorsal  surface  of  the  common  pulmonary  vein  complex  and 
immediately  adjacent  regions  of  the  common  pulmonary  and  right  pulmonary  arteries. 
We  conclude  that  there  are  parallel,  yet  functionally  distinct,  inputs  from  right  and 
left  parasympathetics  to  automatic,  conductile  and  contractile  tissue  of  the  canine 
heart. 


Sponsor:  Jeffrey  L.  Ardell.  Ph.D..  Department  of  Physiology. 

Plasma  Xanthine  Oxidase:  Levels  in  Burn 
Patients  and  Effects  on  Infarct  Size  in  the  Rabbit 
Model  of  Myocardial  Ischemia 
Eddy  Duncan  (COM  II) 

PLASMA  xanthine  oxidase  (XO)  was  measured  in  7 burn  patients.  In  addition, 
we  investigated  the  consequence  of  adding  XO  to  the  plasma  in  a rabbit  model  of 
myocardial  ischemia  and  reperfusion.  Blood  samples  were  drawn  from  patients  at  up 
to  13  days  after  the  bum.  Plasma  was  assayed  by  incubating  it  in  a cuvette  in  the 
presence  of  xanthine  and  the  production  of  urate  was  followed  as  the  change  in 
absorbance  at  295  nm.  Samples  were  run  both  directly  and  after  desalting  with  a 
G25  column.  A low  level  of  XO  (approx.  1 mU/ml  or  less)  was  found  in  the  protein 
fraction  in  4 of  the  7 patients.  None  of  this  enzyme  was  active  in  the  whole  plasma 
however,  presumably  due  to  the  presence  of  an  unidentified  inhibitor.  In  the  animal 
study,  rabbits  experienced  a 30  min  occlusion  of  a coronary  arterial  branch  followed 
by  reperfusion.  Treatment  animals  received  an  IV  injection  of  XO  5 minutes  before 
reperfusion  resulting  in  7.3  ± 0.5  mU/ml  in  the  plasma  at  the  time  of  reperfusion. 
Three  hours  post-reperfusion  the  hearts  were  removed  and  the  infarct  size  was  meas- 
ured by  tetrazolium  staining.  50.7%  ± 3.4  (n  = 7)  of  the  ischemic  zone  infarcted 
in  the  XO  treated  rabbits  which  was  not  significantly  larger  than  that  seen  in  a historical 
control  group,  40.3%  ± 14.5.  We  conclude  that  plasma  XO  does  not  contribute  to 
injury  in  burn  patients  because  elevated  plasma  XO  occurs  infrequently  and  quite 
high  levels  of  XO  can  be  tolerated  without  exacerbating  injury  in  ischemic  tissue. 

Sponsor:  James  Downey,  Department  of  Physiology. 

Do  Oxygen  Free  Radicals  Play  a Role  in 
Progressive  Dermal  Ischemia  in 
Partial  Thickness  Burns? 

Paul  Mace  (COM  II) 

In  most  bum  injuries  there  is  an  area  of  tissue  which  is  killed  immediately  by  the 
thermal  insult  and  a surrounding  area  of  heat-injured  tissue.  This  surrounding  tissue 
constitutes  a zone-of-stasis  in  which  capillary  blood  flow  progressively  decreases 
until  it  becomes  static  during  the  first  day  post-burn  (PB).  To  test  the  hypothesis  that 
progressive  dermal  ischemia  occuring  PB  may  be  in  part  due  to  the  release  of  oxygen- 
derived  free  radicals  during  the  24-hour  period  of  reperfusion  in  such  burns,  a guinea 
pig  model  utilizing  a standardized  zone-of-stasis  bum  was  designed.  Using  this  model, 
a 10-second  duration,  5%  body  surface  area,  75‘’C  scald  burn  was  inflicted  on  its 
depilated  dorsal  trunk  area  using  a specially  designed  restraining  apparatus.  Control 
guinea  pigs  received  a saline  placebo  and  analgesia  PB,  while  treatment  animals 
received  3.75  mgs.  (3600  U/mg)  of  human  recombinant  Manganese  superoxide  dis- 
mutase  (hr-MNSOD.  t'/z  10-15  hrs)  1-hour  prior  to  the  burn  and  analgesia  PB.  Equal 
numbers  of  guinea  pigs  were  sacrificed  at  8-hours  and  24-hours  PB,  and  skin  spec- 
imens were  excised  from  the  burn  wound  after  cannulation  of  the  thoracic  aorta  and 
systemic  perfusion  with  60  cc.  of  India  ink  at  400  mm.  Hg.  Gross  and  histologic 
specimens  were  performed  by  a blinded  investigator.  Treatment  groups  showed  im- 
proved dermal  perfusion  (decreased  capillary  stasis)  at  8 hrs.  PB.  which  persisted  at 
24  hrs  post-burn  (p  < O.CXJl).  Histologically,  treated  sections  showed  considerably 
less  evidence  of  bum  injury,  particularly  at  24  hrs.  These  findings  indicate  that 
oxygen-derived  free  radicals  play  a role  in  the  progressive  dermal  ischemia  as.sociated 
with  partial  thickness  thermal  injuries. 

Sponsored  by:  David  P.  Hurley,  M D.,  Department  of  Surgery. 


Adhesion  of  Red  Blood  Cells  to  Vascular 
Endothelium:  Modification  in  Sickle  Cell  Disease 
Eddrice  M.  McMullan  (COM  I) 

Microvascular  occlusion,  a protninent  characteristic  of  sickle  cell  disease  (SCD), 
have  generally  been  attributed  to  the  polymerization  of  abnormal  hemoglobin.  How- 
ever. SCD  red  blood  cells  (RBC)  have  been  reported  to  have  a greater  affinity  for 
vascular  endothelium  than  normal  red  blood  cells.  A series  of  experiments  was 
designed  to  investigate  adhesion  of  control  and  SCD  RBC  to  endothelial  cells  (EC) 
in  the  absence  and  presence  of  arachidonic  acid  metabolites  (prostaglandin  E,  (PGE,) 
and  a prostacyclin  analog.  Iloprost).  alone  and  in  combination  with  an  inhibitor  of 
cyclic  nucleotide  phosphodiesterase,  dipyridamole.  Washed  RBC  were  prepared  from 
heparinized  whole  blood  (5  U/ml,  final),  suspended  at  a hematocrit  of  50%  in  HBSS 
and  labeled  with  "Cr  (sodium  ''-chromate;  50  uCi/ml,  30  minutes,  37°).  Excess  ''Cr 
was  removed  by  centrifugation  and  resuspension  of  the  cells  (HBSS;  20%  hematocrit). 
Labeled  RBC  were  layered  onto  confluent  plates  of  human  umbilical  vein  EC;  the 
later  were  isolated  with  type  IV  collagenase.  plated  and  maintained  in  supplemented 
medium  199  (2  mM  L-glutamine.  200  ug/20()  U streptomycin/penicillin,  2.5  ug/ml 
amphotericin  B.  15  mM  HEPES  and  20%  human  serum)  for  up  to  5 passages  before 
use.  At  30  minutes,  unattached  RBC  were  removed.  EC  were  multiply  rinsed  and 
adherent  RBC  lysed  in  distilled  water.  Adhesion  was  quantitated  by  scintillation 
counting  of  released  radioactivity.  RBC  from  SCD  patients  adhered  more  than  those 
from  controls  (1.3X).  Adhesion  appeared  not  to  be  significantly  affected  by  PGE, 
(l-lOO  nM).  but  may  be  reduced  by  Iloprost  ( 10  nM)  or  Iloprost  plus  dipyridamole 
(I  mM).  Additional  studies  are  required  to  fully  document  these  findings. 


Sponsor;  Gesina  L.  Longenecker.  PhD.  Pharmacology  and  Biomedical  Sciences. 


The  Effects  of  Mechanical  Ventilation  on  the 
Regional  Distribution  of  Pulmonary  Blood  Flow 
Jon  Thornton  (COM  I) 

Although  mechanical  ventilation  is  used  to  sustain  the  lives  of  patients  with  res- 
piratory failure,  the  high  peak  inspiratory  pressures  (PIP)  used  to  maintain  oxygenation 
of  the  blood  may  contribute  to  the  lung  damage.  This  project  is  concerned  with  the 
effects  of  different  airway  pressures  used  with  mechanical  ventilation  on  the  regional 
distribution  of  pulmonary  blood  flow  and  lung  damage  in  immature  rabbits.  Rabbits 
(4-6  wks  old)  weighing  between  .9  and  1.25  kg  were  divided  into  3 groups  of  6 
each.  Catheters  were  placed  in  the  carotid  artery,  jugular  vein  and  right  femoral  vein 
and  the  rabbits  were  ventilated  at  a peak  airway  pressure  of  15  cmHiO  for  I hr. 
After  this  control  period.  Cerium  and  Strontium  microspheres  were  injected  into  the 
right  atrium  and  blood  was  withdrawn  from  the  right  ventricle.  The  rabbits  were  then 
ventilated  for  a second  hr  with  PIP  of  either  15.  30.  45  cmH;0.  This  was  followed 
by  a second  microsphere  injection,  ''Cr  labelled  autologous  red  cells  were  given  IV 
prior  to  sacrifice  then  the  lungs  were  excised  and  divided  into  12  pieces  and  counted 
on  a gamma  counter.  A statistical  comparison  of  the  regional  blood  flows  indicated 
an  increased  heterogeneity  of  blood  flow  as  PIP  increased  from  15  to  45  cmH;0. 
Blood  flow  was  decreased  in  apical  and  dependent  regions  of  lung.  This  was  correlated 
with  the  appearance  of  alveolar  flooding,  hyaline  membranes  and  edema  cuffs  in 
these  regions.  These  results  indicate  that  regional  blood  flow  is  altered  by  ventilation 
with  high  airway  pressures  probably  due  to  regional  damaged  and  edema  compressing 
blood  vessels  in  apical  and  dorsal  regions  of  the  lungs. 


Sponsor;  Dr,  James  C.  Parker,  Department  of  Physiology.  University  of  South 
Alabama.  College  of  Medicine.  Mobile.  Alabama. 


Specific  Alcohol  Induced  Cardiac  Arrhythmias 
Robert  C.  Barksdale  (COM  II) 

Alcohol  has  recently  been  incriminated  as  a common  precipitating  factor  for  several 
cardiac  dysrhythmias  and/or  conduction  disturbances,  of  which  atrial  fibrillation, 
atrial  flutter,  and  ventricular  premature  systoles  are  the  mo.st  common.  Not  only 
habitual  heavy  drinkers  seem  to  be  liable  to  arrhythmias;  even  apparently  healthy 
moderate  or  infrequent  drinkers  may  suffer  an  episode  of  atrial  fibrillation  after  an 
alcohol  binge,  thus  leading  to  the  common  name  of  "Holiday  Heart"  syndrome. 
This  study,  by  means  of  retrospective  chart  review  and  patient  interview,  attempts 
to  correlate  increased  risk  for  cardiac  arrhythmia  to  consumption  of  specific  alcohol 
types,  as  some  alcohols  contain  more  substances  thought  to  be  arrhythmogenic  than 
others.  Twenty  patients  were  found  to  have  consumed  alcohol  within  a 24  hour  period 
preceding  their  episode.  These  patients  had  no  severe  acute  illnesses  etiologic  for 
arrhythmias  at  the  time  of  rhythm  disturbance  onset  and  alcohol  appeared  to  be  the 
main  precipitating  factor.  There  were  14  men  and  6 women  ranging  in  age  from  27 
to  83  years.  Beer  was  found  to  have  been  consumed  in  eight  of  the  cases,  vodka  in 
five,  bourbon  whiskey  in  two,  and  gin  in  two.  Three  of  the  patients  could  not  recall 
the  type  of  alcohol  but  admitted  to  some  type  of  alcoholic  consumption.  It  is  suggested 
here  that  beer  and  vodka  are  more  likely  to  be  seen  as  precipitating  factors,  though 
this  could  be  due  to  the  assumption  that  they  are  more  commonly  consumed  by  the 
public  as  compared  with  other  alcohol  types.  A greater  number  of  cases  are  needed 
to  validate  this  study  and  it  appears  that  a prospective  case-control  study  should  be 
conducted,  as  many  cases  of  alcohol  induced  arrhythmia  could  not  be  recognized  in 
a retrospective  study  and  appeared  as  idiopathic  dysrhythmia. 


Sponsor;  Samule  Eichold,  M.D.,  Department  of  Internal  Medicine. 
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Neuropsychological  and  Event-Related  Potential 
Measures  of  Information  Processing 
Anita  M.  Waller  (COM  II) 

With  this  study  we  expect  to  show  a difference  in  cognition  in  patients  who  have 
been  diagnosed  with  schizophrenia,  depression,  or  dementia  as  compared  with  the 
normal.  In  addition,  we  expect  to  show  a difference  in  cognition  between  the  three 
groups. 

Each  subject  is  to  be  given  two  tests:  “The  Continuous  Performance  Test"  and 
modified  “Sternberg  Memory  Task.”  “The  Continuous  Performance  Test”  is  a test 
of  the  attentional  matrix.  It  may  be  used  to  indicate  impairment  of  vigilance  and 
concentration.  “The  Sternberg  Task”  provides  a measurement  of  the  memory  proc- 
ess. 

The  two  tests  will  be  administered  to  each  subject  on  a CRT  color  monitor.  During 
testing,  evoke  potentials  will  be  recorded  with  measurements  obtained  from  frontal 
parietal,  and  central  areas  of  the  brain.  The  data  will  be  collected  and  analyzed  for 
averaged  evoked  potentials  with  particular  emphasis  on  the  P300  endogenous  poten- 
tial. slow  wave,  and  the  Contingent  Negative  Variation  potential.  The  differences 
we  expect  to  see  in  these  measurements  in  the  neuropathologic  conditions  described 
as  compared  to  the  normal  would  imply  a difference  in  the  cognitive  processes  in 
the  three  groups  as  compared  to  the  normal.  These  experiments  are  currently  in 
progress. 


Sponsors:  Gerald  E.  McCleary,  Ph  D.  and  Kenneth  L.  Pilgreen,  M.D.  Department 
of  Neurology. 


Iron  Binding  Membrane  Proteins  in  Rat 
Duodenal  Mucosa 
E.  A.  McElroy,  Jr.  (COM  III) 

Iron  deficiency  remains  one  of  the  most  prevalent  nutritional  disorders  in  the  world, 
but  despite  intense  investigation  the  mechanisms  of  iron  absorption  by  the  intestinal 
mucosal  cell  are  still  not  fully  understood.  In  this  investigation  of  150  Kd,  iron 
binding  membrane  protein  from  the  duodenal  mucosa  of  iron  deficient  rats  was  bound 
with  ”Fe  after  it  had  been  immobilized  on  nitrocellulose.  The  150  Kd  protein  was 
solubilized  in  triton  and  purified  via  column  chromatography.  After  electrophoresis 
this  membrane  protein  was  blotted  from  the  SDS/PAGE  gel  onto  a nitrocellulose 
membrane  using  an  ABN  Polyblot  electroblotter.  Once  immobilized  on  the  nitro- 
cellulose the  protein  was  incubated  in  ’’Fe  buffer  and  carefully  washed.  The  nitro- 
cellulose was  cut  into  5 mm  strips  and  the  amount  of  iron  bound  to  the  strips  was 
determined  by  measuring  the  gamma  radiation  emitted  by  the  bound  ^’Fe.  This 
technique  was  a modification  of  the  zinc  binding  technique  described  by  Schiff,  et 
al  (Proc.  Natl.  Sci,  USA,  Vol.  85.  pp.  4195-4199.  June  1988).  Nonspecific  binding 
of  the  ^’Fe  to  the  nitrocellulose  membrane  proved  to  be  a problem  despite  attempts 
to  prelabel  the  nitrocellulose  with  FeClj.  However,  the  strips  did  show  binding  of 
protein  that  did  not  enter  the  PAGE  gel,  bindings  of  the  150  Kd  protein,  binding  of 
the  60  Kd  fragment,  and  free  ’’Fe  which  ran  with  the  solvent  front  on  the  gel.  These 
data  suggest  that  the  150  Kd  membrane  protein  retains  some  of  its  iron  binding 
activity  after  denaturing  and  immobilization  on  nitrocellulose. 


Sponsor:  M.  E.  Conrad,  Department  of  Medicine. 


Strategies  for  the  Solubilization  and 
Reconstitution  of  the  Mitochondrial  Carnitine/ 
Acylcarnitine  Transport  Protein 
Marshall  Neil  White,  III  (COM  II) 

The  mitochondrial  camitine/acylcamitine  transporter  has  been  extracted  in  func- 
tional form  from  rat  liver  mitrochondria.  Initial  experiments  indicated  that,  in  the 
presence  of  cardiolipin  and  carnitine,  the  ionic  detergent  deoxycholale  permitted  the 
extraction  of  reconstitutively  active  carnitine  transporter  from  rat  liver  miloplasts. 
Upon  incorporation  of  this  extract  into  phospholipid  (i.e.,  asolectin)  vesicles  via  the 
freezc-thaw-sonication  technique,  an  N-ethylmaleimide-sensitive  uptake  of  [’H|camiline 
into  proteoliposomes  was  demonstrated  (specific  transport  activity  = 17.7  nmol/45 
min/mg  protein). 

Subsequent  experiments  indicated  that  a more  highly  active  transporter  preparation 
could  be  obtained  when  the  extraction  and  reconstitution  were  carried  out  utilizing 
octyl  glucoside  (in  the  presence  of  carnitine,  asolectin.  and  glycerol)  and  the  detergent 
dilution  method,  respectively.  Under  these  conditions,  a protein-dependent.  N-ethyl- 
maleimidc-sensitive  uptake  of  [’HJcarnitinc  into  proteoliposomes  was  demonstrated 
Direct  measurements  of  both  the  transport  rale  and  the  amount  of  protein  that  actually 
incorporated  into  liposomes  indicated  that,  with  3 mM  substrate  (i.e..  carnitine),  a 
specific  transport  activity  of  69  6 nmol/30  min/mg  protein  was  obtained  Preliminary 
SDS-polyacrylamide  gel  electrophoretic  analysis  of  both  the  octyl  glucoside  extract 
and  the  final  transport-active  proteoliposomes  suggests  that  the  extracted  proteins 
differentially  incorporated  into  the  phospholipid  vesicles  Thus,  the  incorporation  step 
appears  to  result  in  a partial  purification  of  the  functional  camitine/acylcamitine 
transport  protein  In  conclusion,  the  successful  extraction  and  reconstitution  of  the 
mitochondrial  camitine/acylcamitine  transporter  represents  an  important  first  step 
towards  the  eventual  molecular  and  chemical  characterization  of  this  carrier 


Sponsor:  Ronald  S Kaplan.  Ph  D . Department  of  Pharmacology. 


Evaluation  of  New  Folate  Analogs  as  Potential 
Anti-Cancer  Agents  in  Cultured  Tumor  Cells 
Josephine  Fowler  (COM  II) 

While  considerable  advances  have  been  made  in  cancer  therapy,  new  drugs  are 
still  needed  that  circumvent  tumor  cell  resistance  and  have  decreased  toxicity  to  the 
patient.  Thus,  the  new  folate  analogs,  6-methyltetrahydrofolate  (6-Me-FH4),  5,10- 
methylene-6-Me-FH4,  and  2-desamino-2-methyl-10-propargyl-5,8-dideazafolate 
(DMPDDF),  were  synthesized  and  tested  as  potential  chemotherapeutic  agents.  Meth- 
otrexate and  10-deazaaminopterin  (10-DAAM),  inhibitors  of  dihydrofolate  reductase, 
and  N-l0-propargyl-5.8-dideazafolate  (PDDF),  an  inhibitor  of  thymidylate  synthase, 
were  also  evaluated.  The  ability  of  each  of  these  compounds  to  inhibit  growth  was 
tested  in  a human  rhabdomyosarcoma  (RD;  ATCC  CCL  136)  and  a human  cervical 
adenocarcinoma  (HeLa;  ATCC  CCL  2),  in  continuous  culture.  Cell  number  and  status 
were  quantitated  by  assay  of  lysosomal  hexosaminidase,  a method  adopted  for  its 
speed,  high  sensitivity,  and  accuracy.  The  enzyme  is  reacted  with  a chromogenic 
substrate.  p-nitrophenyl-N-acetyl-B-D-glucosaminide,  producing  p-nitrophenol  which 
is  quantitated  at  405nm  after  addition  of  base.  The  assay  is  linear  with  cell  number 
and  incubation  time  for  several  hours.  By  selecting  appropriate  hexosaminidase  re- 
action times  (0.1  to  10  hours),  a linear  response  to  cell  number  could  be  achieved 
over  the  range  of  10^  to  2 X 10^  cells.  The  patterns  of  inhibition  which  were  observed 
suggest  that  5, 10-methylene-6-Me-FH4  and  6-Me-FH4  may  be  acting  by  a mechanism 
which  differs  from  the  other  antifolates. 


Sponsors:  Gopal  Nair,  Ph  D.,  June  Ayling,  Ph  D.,  Gesina  Longenecker.  Ph.D., 
Departments  of  Biochemistry,  Pharmacology,  and  Biomedical  Sciences. 


The  “Abnormal”  Breast: 

Biopsy  Is  Not  Always  Necessary 
Angel  M.  Grieco  (COM  II) 

The  incidence  of  breast  cancer  continues  to  rise  in  this  country,  and  mortality  rate 
is  unchanged.  Mammography  is  a vital  tool  in  detecting  early  breast  cancer.  With 
the  increasing  utilization  of  screening  mammography,  referring  physicians  face  a 
subsequent  increase  in  abnormal  mammograms,  many  of  which  will  not  be  cancer. 
If  all  abnormalities  seen  mammographically  are  biopsied,  great  expense  is  incurred 
financially,  psychologically,  and  physically  by  the  patient.  There  is  some  reluctance 
to  recommend  screening  mammography  because  of  unnecessary  biopsies. 

Two  hundred  fifty  six  patients  with  either  clinical  and/or  mammographic  abnor- 
malities were  evaluated  as  to  management  and  follow-up.  Patients  either  underwent 
biopsy  or  were  closely  followed  clinically  and  radiographically.  Out  of  66  recom- 
mended biopsies.  36  (54.54%)  cancers  were  found.  Biopsy  based  on  clinical  rec- 
ommendation alone  yielded  1 (2.8%)  cancer.  Nineteen  (52.8%)  cancers  were  found 
solely  by  mammography:  16  (44.5%)  cancers  were  found  from  both  mammographic 
and  clinical  recommendation.  Thirty  six  biopsies  performed  by  patient  request,  were 
benign.  Of  182  patients  electing  close  follow-up,  28  biopsied  on  re-examination, 
with  2 stage  1 cancers  found.  Evaluation  of  the  remaining  154  patients  showed  no 
findings  suspicious  of  malignancy. 

This  confirms  the  crucial  role  of  mammography  in  detecting  breast  cancer.  We 
were  able  to  avoid  biopsy  in  154  of  182  women  by  close  follow-up.  If  immediate 
biospy  had  been  performed  on  the  2 cancers  found  in  this  group,  there  would  have 
been  no  improvement  in  clinical  stage,  lymph  node  status,  or  prognosis.  The  success 
of  this  approach  requires  patient  cooperation  and  correlation  of  mammographic  and 
clinical  findings. 


Sponsors:  Dr.  Cynthia  O.  Lorino,  M.D.,  Department  of  Radiology;  Dr.  John  J. 
Ferrara,  M.D..  Department  of  Surgery. 


Synergistic  Effect  of  Epidermal  Growth  Factor 
and  I7p-Estradiol  on  Prolactin  Storage  in  a Rat 
Pituitary  Tumor  Cell  Line 
William  E.  Wear  (COM  II) 

GHjC,  cells  are  a growth  hormone  and  prolactin-secreting  rat  pituitary  tumor  cell 
line  that  is  responsive  to  both  steroid  and  polypeptide  hormones.  We  have  demon- 
strated that  l7p-estradiol  (E2)  and  epidermal  growth  factor  (EGF)  stimulate  prolactin 
secretion  and  storage  by  GHjC,  cells,  and  that  when  used  in  combination  their  effects 
on  prolactin  storage  are  synergistic.  When  GH4C1  cells  were  plated  at  10'  cells/well 
in  35-mm  dishes  and  treated  with  E,  ( I nM)  for  four  days,  there  was  a 13-fold  increase 
in  prolactin  storage  (as  measured  by  RIA)  compared  to  untreated  control  cells.  Ep- 
idermal growth  factor  (10  nM)  produced  a 6-fold  increase  in  prolactin  storage.  Es- 
tradiol and  EGF  together  acted  synergistically  to  cause  a 53-fold  increase  in  prolactin 
storage  compared  to  untreated  controls.  The  sensitivity  of  E;-lreated  cells  to  EGF. 
and  of  EGF-treated  cells  to  Ej  was  studied  We  found  no  difference  in  the  EC\n  for 
EGF  between  E;-trcated  or  control  cells  (approximately  0. 1 nM).  nor  did  prctreatmenl 
of  the  cells  with  EGF  alter  the  ECjo  for  Ej  (approximately  0.05  nM). 

We  investigated  whether  E2  alters  the  density  of  EGF  receptors  on  GH4C1  cells. 
We  found  that  the  administration  of  I nM  E-  for  one  day  increased  the  specific 
binding  of  ['^'1|-EGF  per  mg  cell  protein  by  63  per  cent.  These  data  suggest  that  E2 
acts  to  increase  the  E(jF  receptor  numbers  on  GH4C1  cells.  Our  data  indicate  that  E2 
and  EGF  act  synergistically  to  increase  prolactin  storage  in  GII4C1  cells  and  that  an 
E2-induced  increase  in  EGF  receptor  density  likely  contributes  to  this  effect. 

.Sponsor;  Jonathan  G Scammell.  Ph  D.,  Department  of  Pharmacology. 
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The  oxrG  Locus  — Molecular  Characterization 
of  an  Oxygen-Dependent  Regulatory  Gene  in 
Salmonella  Typhimurium 
John  Moses  (COM  II) 

The  oxrG  gene  in  Salmonella  nphimurium  regulates,  in  cooperation  with  oxrA  and 
oxrB.  expression  of  the  anaerobically-induced  aniC  and  anil  genes.  oxrG  activity  is 
exhibited  by  a recombinant  plasmid  (pFW  54)  composed  of  the  pBR  328  vector 
carrying  a 7.4  kb  Salmonella-derived  insert.  A restriction  map  of  pFAV  54  was  made 
and  showed  the  insert  to  contain  a single  EcoRI  site  and  two  Bglll  sites.  Subclones 
of  pFW  54  were  constructed  in  order  to  localize  the  position  of  oxrG.  A 5.7  kb 
EcoRl  fragment  did  not  provide  oxrG  complementation  when  transformed  into  an 

o.rrC'strain,  nor  did  a 5.9  kb  Bglll  fragment.  However,  complementation  of  the 
oxrG'mutant  was  provided  both  by  a 6.7  kb  EcoRI  fragment  and  by  a 7.0  kb  Bglll 
fragment.  oxrG  likely  is  located  within  the  region  of  overlap  (1.1  kb,  approx.)  of 
the  6.7  kb  EcoRI  fragment  and  the  7.0  kb  Bgllll  fragment.  Analysis  of  the  protein 
products  of  pFW  54  and  of  certain  of  its  subclones  revealed  a possible  oxrG  fusion 
protein  48  kd  in  size. 


Sponsor:  John  W.  Foster,  Ph.D.,  Department  of  Microbiology  and  Immunology. 


Ionization  Enhancement  in  the  Thermospray 

Source  of  the  Combined  Liquid  Chromatograph 
— Mass  Spectrometer 
Scott  R.  Boerth  (COM  I) 

By  spraying  the  effluent  of  a liquid  chromatograph  through  a heated  capillary  into 
the  source  of  a mass  spectrometer,  ions  are  generated  for  mass  analysis.  This  process, 
known  as  thermospray  ionization,  is  a generally  used  interface  between  the  liquid 
chromatograph  and  mass  spectrometer.  Additional  glow  discharge  in  the  ion  source 
greatly  enhanced  the  ion  yield. 

The  weak  point  of  this  valuable  interface  is  the  inefficient  ion  processing  inherent 
with  the  source  design:  most  of  the  ions  are  pumped  away  by  the  vaccum  system, 
and  thus  only  a small  portion  is  available  for  analysis.  However,  a significant  portion 


of  the  ion-loss  can  be  reclaimed  by  the  use  of  an  ion  retarding  electrode  (1).  The 
detected  ion  current  conlinously  increases  with  increasing  electrode  potential  until 
electric  breakdown  occurs.  This  breakdown  appears  above  450  volts  when  thermo-' 
spray  alone  is  used  for  ion  generation,  but  it  appears  at  a markedly  lower  potential 
of  about  350  volts  when  glow  discharge  is  added  for  enhanced  ionization.  Our 
objective  was  to  remove  this  limitation. 

We  found  that  the  addition  of  an  electrophilic  compound  such  as  m-nitrobenzo- 
trifluoride  to  the  liquid  chromatograph  solvent  effectively  inhibits  the  electric  break- 
down in  the  source  at  low  voltages,  thus  increasing  the  useful  retarder  potential  range 
by  about  70  volts.  We  also  found  that  this  electrophilic  additive  decreases  ion  frag- 
mentation generally  experienced  with  the  use  of  discharge  ionization.  These  changes 
were  observed  with  solvent  ions  and  with  ions  obtained  from  different  solutes,  such 
as  adenosine  and  trialanine.  A two  to  three  fold  gain  in  the  ion  current  yield  was 
achieved.  Our  experiments  also  provided  the  first  evidence  that  free  electrons  from 
the  discharge  ionization  play  an  important  role  in  the  ion  fragmentation  caused  by 
the  electric  field  in  the  thermospray  source.^ 

References 

1.  Bencsath,  F.  A.;  Field,  F H.  Anal.  Chem.  60,  1323  (1988). 

2.  McFadden,  W.H.;  Lammert,  S.A.  J.  Chromawgr.  385,  201  (1987). 


Sponsor:  F.  Aladar  Bencsath,  PhD,  Department  of  Biochemistry. 


The  Effect  of  Tungsten  Enriched  Diet  on  the 
Development  of  Necrotizing  Enterocolitis  in  a 
Murine  Model 

Thomas  Mathew,  Jr.  (COM  I) 

Necrotizing  enterocolitis  (NEC)  continues  to  be  a major  concern  in  the  survival 
of  premature  infants.  Recent  studies  have  indicated  that  a tungsten-supplemented  diet 
can  reduce  ischemic  damage  in  gastric  mucosa  by  reducing  xanthine  oxidase  levels. 
To  test  the  hypothesis  that  NEC  is  a form  of  ischemia-reperfusion  injury,  mediated 
by  xanthine  oxidase-derived  oxidants,  weanling  rats,  weighing  between  60-100  g, 
we  fed  either  standard  chow  or  a tungsten-enriched  chow,  and  water  ad  libitum.  After 
14  days,  animals  from  both  groups  were  sacrificed,  and  portions  of  duodenum, 
jejunum,  ileum  and  proximal  colon  were  removed,  frozen  in  liquid  N2,  and  stored 
at  -70°C.  Xanthine  oxidase  assays  will  be  run  on  these  tissues  using  Grosfeld’s 


Alabama's  #nly  Lotus 
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Lotus  Esprit... Quicker,  Quieter  and  Faster 
than  a comparable  V-8  Ferrari... 0-60  in 
5.3  seconds.. .155  mph.  This  isn’t  a car 
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method,  and  the  results  of  the  control  and  experimental  groups  will  be  compared.  A 
second  set  of  control  and  experimental  animals  underwent  celiotomy  under  general 
anesthesia.  The  superior  mesenteric  artery  was  occluded  for  one  minute  with  a mi- 
croaneurysm clamp,  and  the  rats  were  observed  for  one  week.  At  the  end  of  one 
week,  all  surviving  animals  were  sacrificed,  and  the  entire  bowel  was  put  into  formalin 
for  histologic  examination.  One  rat  from  the  control  group  died  three  days  after  the 
superior  mesenteric  artery  was  clamped,  and  there  was  gross  evidence  of  bowel 
disease.  Because  it  was  uncertain  whether  or  not  injury  had  been  sufficiently  induced, 
another  group  of  rats  underwent  celiotomy,  and  the  superior  mesenteric  artery  was 
occluded  for  two  minutes.  The  findings  from  this  procedure  are  pending. 


Sponsor:  Randall  W.  Powell,  M.D.,  Department  of  Surgery. 


Species  Differences  in  Insulin-Sensitive  High 
Affinity  cAMP  Phosphodiesterases 
Teresa  Jo  Goldsmith  (COM  I) 

Cyclic  nucleotide  phosphodiesterases  (CN  PDEs)  exist  as  isoenzymes  differing  in 
physico-chemical,  kinetic,  and  regulatory  properties,  tissue  distribution  and  drug 
sensitivity.  The  technique  of  DEAE  anion-exchange  chromatography  resolves  these 
activities  into  three  characteristic  peaks:  Peak  I,  a Ca^* -calmodulin  sensitive  enzyme 
that  hydrolyzes  both  cAMP  and  cGMP;  Peak  II,  which  demonstrates  allosteric  ac- 
tivation of  cAMP  hydrolysis  by  low  concentrations  of  cGMP;  and  Peak  III,  which 
elutes  a higher  ionic  strength  buffers,  prefers  cAMP  as  substrate,  and  is  markedly 
inhibited  by  certain  drugs.  Peak  III  of  liver,  adipose,  and  heart  tissue  is  also  reported 
to  be  activated  by  insulin.  To  further  study  the  distribution  of  insulin-sensitive  and 
-insensitive  high  affinity  cAMP  PDE  isoforms  in  different  tissues  and  species,  we 
studied  the  pharmacological  properties  of  Peak  III  activities  isolated  by  ion-exchange 
chromatography  from  lung  tissue  of  rat,  rabbit,  and  dog.  The  Peak  III  fraction  isolated 
from  these  species  differed  in  terms  of  sensitivity  to  selective  PDE  inhibitors  and  to 
inhibitation  of  cAMP  hydrolysis  (0.25  p.M  substrate)  by  cGMP  as  shown  in  the  table 
below  . Peak  III  from  rat  and  dog  showed  the  greatest  inhibition  by  cGMP  whereas 
the  rabbit  enzyme  was  insensitive  to  cGMP.  Rolipram  (an  inhibitor  of  a non-cGMP 
inhibitable  high  affinity  cAMP  isozyme  in  brain)  inhibited  rabbit  and  dog  lung  Peak 
III  activities,  whereas  the  rat  lung  PDE  was  insensitive  to  Rolipram.  Conversely,  the 
rat  enzyme  was  more  sensitive  to  the  inhibitory  effects  of  the  cardiotonic  drug,  LY 
195115,  and  the  antiplatelet  drug,  Cilostamide.  Collectively,  these  data  support  the 
presence  of  both  insulin-sensitive  and  -insensitive  forms  of  high  affinity  cAMP  PDE 
in  lung  tissue  and  demonstrate  that  the  relative  proportions  of  these  two  isoforms  in 
lung  are  species  dependent. 


Relative  Inhibition  of  Peak  III  cAMP  PDE  Activity 
/C50  Values  (p,M) 


Inhibitor 

Rat 

Rabbit 

Dog 

cGMP 

0.2 

>100 

0.1 

Rolipram 

>100 

0.7 

0.7 

Cilostamide 

5.0 

11.0 

9.3 

LY  1951 15 

2.5 

27.5 

23.3 

Sponsors:  S.  J. 
macology. 

Strada,  Ph  D and  W. 

J.  Thompson.  Ph  D., 

, Department  of  Phar- 

Renal  Effects  of  Contrast  Agents  in 
Diabetes  Mellitus 

R.  Suzanne  von  Sprecken  (COM  II) 

Renal  toxicity  induced  by  contrast  agents  has  been  demonstrated  previously,  es- 
pecially in  the  case  of  chronic  renal  insufficiency  of  diabetic  origin.  Virtually  all 
studies  in  this  area  involve  Type  I,  or  insulin-dependent  diabetes  mellitus  (IDDM), 
but  because  of  the  prevalence  and  clinical  significance  of  contrast-induced  renal 
toxicity  involving  Type  II,  or  non-insulin  dependent  diabetes  mellitus  (NIDDM),  this 
study  was  undertaken  The  objective  of  this  study  was  to  compare  the  renal  effects 
of  ionic  versus  nonionic  media  in  a NIDDM  rat  model.  It  has  been  proposed  that 
nonionic  agents  reduce  risk  of  renal  impairment. 

Expcnnacntal  protocol  required  injection  of  either  contrast  agent  via  tail  vein  into 
control  and  NIDDM  rats  Renal  function  was  determined  by  comparison  of  24  hour 
prcinjeclion  serum  creatinine  and  urine  protein  samples  to  24  and  48  hour  postinjection 
values  The  animals  were  sacrificed  48  hours  postinjection  and  kidneys  were  fixed, 
embedded  and  stained  for  histological  studies 

Histological  evaluation  of  kidneys  from  NIDDM  rats  injected  with  ionic  media 
show  marked  morphological  effects  localized  in  the  proximal  tubules.  This  was 
characterized  by  a marked  reduction  in  lumen  size  compared  to  controls  resulting 
from  swelling  of  the  tubule  epithelium  This  change  is  reflected  in  increased  scrum 
and  decreased  urine  creatinine  values  in  NIDDM  versus  control  animals.  The  nonionic 
agent  did  not  pnxluce  such  overt  renal  changes 

Because  the  most  common  form  of  diabetes  is  Type  II  and  its  clinical  manifestations 
frequently  necessitate  contrast  studies,  the  above  findings  are  significant  in  that  the 
experiments  were  conducted  on  a Type  II  model  Thus,  it  may  be  possible  to  reduce 
renal  damage  in  high  risk  patients  if  nonionic  agents  are  employed. 

Sponsor  Maryella  Desak  Sirmon,  M D.,  Department  of  Internal  Medicine 


The  Effects  of  Phosphorylation  on  the  Na-Ca 
Exchanger  in  Rabbit  Cardiac  Sarcolemma 
Michael  S.  Camp  (COM  II) 

Sarcolemmal  vesicles  were  prepared  from  rabbit  ventricular  myocardium  by  ho- 
mogenization and  sucrose  gradient  centrifugation.  Na-Ca  exchange  activity  was  de- 
termined by  measuring  Na-dependent  calcium  uptake  (40  p.M  calcium,  25%  '‘*Ca). 
Pre-incubation  of  vesicles  with  ATP  (50-500  p.M)  had  no  effect  on  Na-dependent 
calcium  uptake.  Similarly,  exposure  to  the  catalytic  subunit  of  cAMP-dependent 
protein  kinase  in  the  presence  of  ATP  did  not  affect  Na-Ca  exchange  activity.  In 
contrast,  pre-incubation  of  vesicles  with  alkaline  phosphatase  (14  units/p.g  protein) 
reduced  Na-dependent  calcium  uptake  from  3.5  nmol  Ca*  */mg  protein  at  5 seconds 
to  1.7  nmol  Ca+'^/mg  protein  at  5 seconds  (a  2-fold  decrease).  Comparable  results 
were  obtained  using  sarcolemma  prepared  from  newborn  rabbits.  Alkaline  phospha- 
tase pre-treatment  of  newborn  vesicles  decreased  activity  from  4.1  nmol  Ca**/mg 
protein  at  5 seconds  to  0.6  nmol  Ca^  */mg  protein  at  5 seconds  (a  7-fold  decrease). 
These  results  indicate  that  phosphorylation  may  be  involved  in  the  regulation  of  Na- 
Ca  exchange  activity  in  rabbit  sarcolemma.  Failure  to  enhance  activity  by  cAMP- 
dependent  protein  kinase  suggests  that  either  the  exchange  complex  is  initially  highly 
phosphorylated  or  that  this  kinase  does  not  directly  regulate  exchange  activity.  These 
results  may  have  important  implications  in  furthering  our  understanding  of  the  path- 
ophysiology of  diabetic  cardiomyopathy. 


Sponsor:  Michael  Artman,  M.D.,  Pharmacology  Department. 

Instensified  Insulin  Therapy:  Acceptability  to 
Adolescent  Type  I Diabetic  Patients 
Angela  Smith  (COM  I) 

Type  I diabetes  mellitus,  commonly  known  as  juvenile-onset  diabetes,  occurs  most 
frequently  in  people  younger  than  twenty  years  of  age.  It  is  an  absolute  or  relative 
deficiency  of  insulin  that  results  in  numerous  clinical  symptoms.  Type  I diabetes 
mellitus  is  chronic  and  highly  inconvenient. 

People  with  Type  I diabetes  mellitus  should  lead  an  unrestricted  life.  However, 
this  is  not  always  possible;  the  patient  has  to  wake  up  approximately  the  same  time 
everyday  and  meals  must  be  taken  on  time  and  never  missed.  The  lifestyles  of 
adolescents  are  often  spontaneous  so  this  strict  schedule  is  sometimes  difficult  to 
achieve. 

This  study  was  conducted  with  adolescents  between  the  ages  of  thirteen  and  eighteen 
years  of  age.  A comparison  of  the  traditional  mixed-split  regimen,  a mixture  of 
intermediate  acting  insulin  and  short  acting  insulin  injected  in  two  daily  doses,  and 
an  intensified  insulin  therapy  (IIT)  were  evaluated.  This  regimen  entails  a long  acting 
insulin  given  once  a day  and  an  additional  short  acting  insulin  given  before  each 
meal.  The  objectives  of  this  project  were  to  study  the  liberty  of  lifestyle  possible 
with  using  the  IIT  as  an  alternate  regimen  of  insulin  administration  and  to  help  the 
adolescent  gain  better  control  of  their  insulin  dependent  diabetes. 

The  preliminary  study  involved  three  subjects  who  filled  out  questionnaires  on 
their  feelings  about  their  lifestyle  on  the  traditional  regimen.  Two  were  switched  to 
HT.  Their  feelings  about  the  new  regimen  will  be  assessed  and  their  degree  of  diabetes 
control  will  be  compared  between  the  two  types  of  treatment. 


Sponsor:  Dr.  Kenneth  R.  Rettig,  Department  of  Pediatrics. 

Tbe  Effect  of  Diabetes  on  the  Response  of 
Adenyl  Cyclase  to  Isoproterenol  Stimulation 
Tony  A.  White  (COM  I) 

The  response  of  the  diabetic  heart  to  B-adrenergic  stimulation  is  depressed.  This 
alternative  could  be  caused  by  a defect  which  develops  at  one  or  more  sites  in  the 
sequence  of  events  involved  in  B-adrenergic  stimulation.  One  of  these  events  is  the 
activation  of  adenyl  cyclase.  Therefore,  the  aim  of  this  study  was  to  test  the  possibility 
that  the  activation  of  adenyl  cyclase  by  the  b-adrenergic  agonist,  isoproterenol,  is 
altered  in  the  diabetic.  To  do  this  sarcolemma  was  isolated  from  non-diabetic  and 
streptozotocin  induced  diabetic  rat  ventricles.  The  membranes  were  incubated  with 
radioactive  ATP  and  when  desired  the  GTP  analog  (Gpp(NH)p)  and  varying  con- 
centrations of  isoproterenol.  The  reaction  was  stopped  by  boiling  the  preparation. 
Radioactive  ATP  and  cAMP  were  separated  from  each  other  on  Dowex  and  alumina 
columns.  Adenyl  cyclase  activity  was  expressed  as  pmol  cAMP  formed/  mg  protein/ 
min.  Basal  activity  of  the  nondiabetic  and  diabetic  were  identical  (Nondiabetic:  245 
± 29;  Diabetic:  250  ± 24).  Isoproterenol  ( 10  uM)  stimulated  adenyl  cyclase  activity 
about  80%  in  both  the  diabetic  and  nondiabetic.  No  significant  difference  in  the  dose 
response  curve  between  control  and  diabetic  preparations  was  observed.  This  indicates 
that  the  attenuated  response  to  B-adrenergic  agonists  in  the  diabetic  heart  is  not  caused 
by  a defect  in  adenyl  cyclase  stimulation. 

Sponsor:  Dr.  Stephen  Schaffer.  Pharmacology. 

Localization  of  Vanadium  Within  Placentae  in 
Diabetes  Mellitus 
Brad  K.  Robinson  (COM  I) 

Previous  studies  m cell  culture  and  in  rats  with  streptozoIcKin-induccd  diabetes 
strongly  suggest  that  vanadium  compounds  have  insulin-like  actions  that  may  be 
useful  therapeutically.  Similar  actions  may  occur  in  humans  but  have  not  yet  been 
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sludied.  Receni  analyses  of  unwashed  human  placentae  have  shown  significantly 
lower  levels  of  placental  vanadium  in  pregnancies  complicated  by  gestational  onset 
diabetes  mellitus  compared  with  controls  matched  for  maternal  age.  gestational  age 
and  gravidity.  This  tinding  appeared  to  be  relatively  specific  for  diabetes  mellitus 
because  the  placental  vanadium  levels  in  other  complications  of  pregnancy  (hyper- 
tensive disorders,  sickle  cell  anemia,  twin  gestation,  teenage  pregnancy,  infections, 
maternal  substance  abuse  and  maternal  obesity)  did  not  differ  from  controls.  This 
study  was  initiated  to  identify  the  tissue!  s)  responsible  for  this  decreased  placental 
vanadium  in  diabetes  mellitus.  To  do  this,  the  vanadium  content  of  the  various  tissues 
comprising  the  placentae  (maternal  blood,  fetal  blood,  chorion,  amnion  and  decidua) 
were  analyzed  hy  atomic  absorption  spectrophotometry  following  wet  digestion  and 
compared  with  controls  matched  for  maternal  age  ( ±,^  years),  gestational  age  ( ± I 
w'eek)  and  gravidity  (±1)  using  the  paired  Student’s  t test.  The  data  showed  signif- 
icantly lower  (p<0.025)  vanadium  levels  in  the  decidua-rich  sample  (9.26  ± 1 .44  ug/ 
g dry  weight)  in  diabetes  mellitus  than  in  matched  controls  (1 1.14 ± 1.19  ug/g  dry 
weight),  but  significantly  higher  (p<0.0l)  vanadium  levels  in  maternal  plasma 
(8.9,4  ±2.54  ug.'g  dry  weight)  in  diabetes  than  in  matched  controls  (6.43  ±3.46  ug/ 
g dry  weight).  These  data  strongly  suggest  that  the  maternal  decidua  is  the  tissue 
responsible  for  the  lower  placental  levels  of  vanadium  in  diabetes  mellitus.  The 
significance  of  these  findings  cannot  yet  be  fully  appreciated.  However,  it  is  inter- 
esting to  speculate  that  in  diabetes  there  may  he  decreased  uptake  of  vanadium  by 
maternal  tissues  (decidua)  resulting  in  tbe  relatively  increased  circulating  maternal 
bUxid  levels  of  vanadium.  Further  studies  are  needed. 

Sponsored  by;  Elizabeth  A.  Manci,  M.D.,  Department  of  Pathology. 

Sequence  Determination  of  a Human 
Y-Chromosome  Specific  DNA  Fragment 
Jeff  S.  Saenger  (COM  II) 

The  Y chromosome  is  known  to  play  an  important  role  in  male  sex  determination 
and  differentiation.  Yet,  very  little  is  known  at  the  molecular  level  on  how  it  controls 
these  processes.  The  isolation  and  characterization  of  Y chromosome-specific  DNA 
sequences  would  be  an  important  step  towards  understanding  the  role  of  this  chro- 
mosome in  mammalian  development.  A 4 kb  long,  human  Y chromosome-specific 
fragment  (YHIF5),  has  recently  been  isolated  from  a Charon  2IA-Y-DNA  library. 
The  cloned  fragment  is  able  to  hybridize  to  the  cDNA  probes,  prepared  by  reverse 
transcription  of  mouse  testicular  poly  A+  RNA,  suggesting  the  presence  of  a tran- 
scribed element.  In  order  to  better  define  the  YHIF5  fragment,  sequencing  studies 
were  initiated  by  subcloning  restriction  fragments  into  the  phagemid  pTZISU.  The 
recombinants  were  grown  preparatively,  and  purified  in  CsCTI-EtBr  density  gradients 


lor  sequencing  studies.  In  addition,  using  a directional  approach  to  sequencing, 
exonuclease  III  deletion  clones  were  generated  and  used  to  prepare  single-stranded 
DNA  templates  for  the  Sanger  dideoxy  chain  termination  method.  Sequencing  re- 
actions were  performed  and  run  on  8%  acrylamide  gels,  autoradiographed.  and  eval- 
uated. From  this  work  approximately  one-half  of  the  YHIF5  fragment  has  been 
sequenced  and  analyzed. 


Sponsor:  Y.M.  Bhatnagar,  Ph  D.,  Dept,  of  Anatomy  and  Cell  Biology. 

Regulation  of  Chromogranin  C Secretion  from 
GH4C,  Pituitary  Tumor  Cell  Line 
Kittie  K.  Outlaw  (COM  I) 

The  chromogranins  are  tyrosine-o-sulfated  secretory  proteins  found  in  endocrine 
and  neuronal  cells  that  concentrate  their  secretory  products  in  storage  granules.  The 
function  of  the  chromogranins  is  unknown,  but  their  distribution  suggests  that  they 
play  an  intracellular  role  in  the  packaging  of  peptide  hormones.  We  have  demonstrated 
that  there  is  a relationship  between  chromogranin  C (Ch  C)  and  prolactin  storage  in 
the  GH4C1  pituitary  tumor  cell  line.  We  have  now  investigated  the  relationship 
between  Ch  C and  prolactin  secretion  in  GHjC,  cells.  GHjC,  cells  were  plated  at  4 
X 10-'  cells  per  well  in  35-mm  plates  in  sulfate-free  DMEM;Ham’s  FIO  medium 
with  10%  dialyzed  gelded  horse  serum.  After  two  days,  the  cells  were  treated  with 
17  3-estradiol  (1  nM).  insulin  (300  nM),  and  epidermal  growth  factor  (10  nM)  to 
increase  the  intracellular  levels  of  prolactin  and  Ch  C.  After  48  hours  of  hormone 
treatment,  the  medium  was  replaced  with  similar  medium  containing  500  p.Ci/ml 
["S]-sulfate  and  the  cells  were  incubated  for  24  hours.  This  protocol  resulted  in  the 
greatest  incorporation  of  ["S]-sulfate  into  cellular  [”S]-Ch  C,  approximately  10'  cpm 
["S]-Ch  C/dish.  The  cells  were  washed  twice  with  Ham's  FIO  medium,  containing 
20  mM  Hepes  (pH  7.4)  and  5 mg/ml  lactalbumin  hydrolysate,  and  were  incubated 
in  this  medium  with  test  agents.  Prolactin  and  [”S]-Ch  C were  determined  by  ra- 
dioimmunoassay and  SDS-PAGE,  re.spectively.  ["S]-Ch  C appeared  as  a character- 
istic dimer  of  86/84  kD  by  autoradiography  of  7%  polyacrylamide  slab  gels.  [”S]- 
Ch  C was  quantitated  by  cutting  and  counting  the  radioactive  peak  of  [”S]-Ch  C 
from  7%  polyacrylamide  tube  gels.  Fifty  millimolar  KCI  resulted  in  a similar  increase 
in  the  secretion  of  ["S]-Ch  C and  prolactin  (approximately  3 fold),  which  reached 
a maximal  rate  of  secretion  in  fifteen  minutes.  Our  data  indicate  that  stimulated 
secretion  of  Ch  C and  prolactin  from  GH4C1  cells  follow  similar  kinetics  and  suggest 
either  a common  granular  distribution  of  these  secretory  proteins  or  that  a common 
mechanisms  underlies  their  secretion  from  different  pools. 


Sponsor:  Jonathan  G.  Scammell.  Ph  D.,  Department  of  Pharmacology. 
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Distribution  of  Biogenic  Amines  in  the 
Hypoglossal  Nucleus  of  Primates 
' Charles  H.  Shelton,  III  (COM  I) 


The  hypoglossal  nucleus  (XII)  is  organized  into  compartments  which  separate  the 
functionally  antagonistic  motoneurons  (protrusors  versus  retrusors)  that  innervate  the 
tongue  musculature.  In  rats,  protrusor  and  retrusor  motoneurons  are  located  in  ventral 
and  dorsal  districts,  respectively,  while  in  primates  and  man,  there  is  approximately 
a 90°  rotation.  Previous  studies  from  this  laboratory  have  demonstrated  that  protrusor 
and  retrusor  motoneurons  in  XII  of  the  rat  are  preferentially  targeted  by  catecholamines 
(CA)  and  indoleamines  (lA),  respectively.  The  present  study  sought  to  determine  if 
a similar  differential  organization  was  present  in  XII  of  primates  and  man. 

Immunocytochemical  localization  of  tyrosine  hydroxylase  (TH)  and  serotonin  (5- 
HT),  markers  for  CA  and  lA,  respectively,  was  performed  on  sections  through  XII 
from  4 monkeys  (2  squirrel;  2 cynomolgus)  and  1 human.  Immunoreactive  profiles 
positive  for  TH  and  5-HT  were  found  throughout  XII,  but  exhibited  a differential 
distribution.  TH  immunoreactivity  was  greatest  dorsally  and  dorsomedially,  while  5- 
HT  immunoreactivity  was  most  pronounced  dorsolaterally  and  ventrally.  Most  im- 
munoreactive processes  were  small  in  diameter  (TH:  0.3-0.195  um;  5-HT:  0.15-0.75 
um)  and  were  associated  with  varicosities  (TH:  0. 5-2.0  um;  5-HT:  0.4-2. 5 um); 
others  were  larger  (TH;  1.3-2. 7 um;  5-HT:  1.2-2. 5 um)  and  devoid  of  varicosities. 
Perisomatic-like  TH  and  5-HT  profiles  also  were  seen  throughout  XII. 

It  is  concluded  that  the  biogenic  amine  innervation  of  XII  in  primates  and  man  is 
differentially  organized  in  a similar  manner  as  previously  reported  in  the  rat.  While 
protruser  motoneurons  are  preferentially  targeted  by  CA,  lA  terminate  primarily 
among  retrusor  motoneurons. 


Sponsor:  LD  Aides,  PhD,  Department  of  Anatomy  and  Cell  Biology. 


Development  of  Relationship  Data  Base  and 
Probit  Analysis  Program  on  Microcomputer  for 
Use  in  Burn  Survival  Studies 
Doug  Gurley  (COM  II) 

Bum  centers  in  the  past  have  used  mainframe  computers  for  survival  studies.  The 
purpose  of  this  project  was  to  develop  a relational  data  base  and  probit  analysis 
program  for  a microcomputer.  A sample  data  base  containing  patient’s  name,  age, 
medical  record  number,  percent  bum,  survival  and  year  hospitalized  was  constmcted 
using  a Macintosh  computer  and  the  software  Double  Helix  II  developed  by  Numerical 
Algorithm  Group.  This  data  base  can  be  expanded  to  include  numerous  variables 
involving  all  treatments  and  outcome  for  the  bum  patient.  It  will  also  be  useful  for 
keeping  track  of  the  patient’s  progress  in  the  bum  center,  and  in  analyzing  progress 
made  in  bum  treatment.  Patient’s  age,  percent  bum,  and  survival  was  transferred 
from  Double  Helix  II  to  the  software  Generalized  Linear  Interactive  Modelling  (GLIM) 
developed  by  Odesta.  Using  GLIM,  a program  was  developed  to  perform  probit 
analysis  on  the  data.  Probit  analysis  has  become  accepted  as  the  best  statistical  method 
for  analyzing  of  bum  survival  between  bum  centers  and  within  any  given  center  at 
different  times.  Data  is  entered  into  a probit  equation  which  yields  a probit  regression 
curve.  These  curves  are  useful  for  predicting  the  survival  of  burned  patients.  Bum 
centers  can  compare  their  results  with  each  other  to  see  if  they  have  the  same  outcome 
and  at  different  time  intervals  to  see  if  survival  is  improving  with  new  treatment 
modalities.  The  ultimate  goal  of  this  project  is  to  simplify  this  program  and  make  it 
available  to  all  bum  centers  so  comparisons  between  centers  could  be  made  easily 
by  having  all  centers  report  survival  statistics  in  this  way.  It  would  also  allow  for  a 
more  realistic  national  outcome  data  than  is  currently  avalable. 


Sponsors:  Arnold  Luterman.  M.D.,  Department  of  Surgery;  Andy  Lightboume, 
Computer  Sciences. 


Does  Education  and  Enforcement  of  Restraints 
Decrease  Mortality  in  Children 
in  Automobile  Accidents 
Louellen  B.  Gurley  (COM  II) 

Trauma  continues  as  the  leading  cause  of  death  in  children  and  adolescents.  Two 
years  prior  to  this  study,  a demonstration  project  attempted  to  educate  children  in 
the  area  as  to  the  importance  of  seat  belt  use.  In  order  to  compare  data  from  the  past 
two  years  to  that  obtained  in  a previous  study  done  in  1986.  the  information  was 
updated  to  include  the  years  1986-1988.  A review  of  all  pediatric  deaths  due  to  motor 
vehicle  accidents  for  the  period  1986-1988  was  performed  by  reviewing  post-mortem 
and  accident  report  data  from  the  regional  office  for  the  Alabama  Department  of 
Forensic  Sciences  Also,  the  study  included  a nine  week  survey  of  children  seen  in 
the  USA.MC  emergency  room  as  well  as  data  obtained  from  the  Alabama  Department 
of  Vital  Statistics.  The  updated  data  was  analyzed  graphically  to  determine  if  there 
has  been  a significant  effect  on  mortality  in  the  pediatric  age  group  The  results  which 
showed  no  significant  change  in  mortality  on  a local  level  nor  statewide  may  represent 
a low  degree  of  education  and  enforcement  Also,  of  the  children  seen  in  USAMC 
emergency  room,  there  was  no  significant  decrease  in  the  number  involved  in  motor 
vehicle  accidents  in  the  age  group  which  was  the  focus  of  the  restraint  education 
project  These  results  indicate  that  an  education  project  utilized  county  wide  will  be 
necessary  in  order  to  completely  evaluate  the  effectiveness  of  such  a program  in 
reducing  the  number  and  severity  of  injuries  sustained  by  children  in  restraints 

Sponsor  Randall  W Powell.  M D.  Department  of  Surgery 


An  Evaluation  of  Perinatal  and  Neonatal 
Morbility  and  Mortality  in  Alabama  During 
a 13- Year  Study  Period 
James  R.  Curtiss  (COM  II) 

The  mechanisms  leading  to  pregnancy  loss  during  the  perinatal  and  neonatal  periods 
are  varied  and  include,  but  are  not  limited  to,  infection,  placental  abnormalities, 
maternal  disease  processes,  birth  defects,  and  genetic  abnormalities.  In  order  to 
evaluate  these  mechanisms  of  fetal  loss,  records  of  the  University  of  South  Alabama 
Medical  Center.  Mobile,  Alabama,  between  January  1975  and  December  1987  were 
reviewed.  Some  2,048  applicable  cases  were  identified  and  included  spontaneously 
aborted  materials,  stillbirths,  premature  deliveries  and  neonates  dying  within  24  hours 
of  delivery.  Information  concerning  maternal  age,  race,  medical-family-social  his- 
tories, reproductive  status,  fetal  sex,  gestational  age,  and  findings  at  pathological 
examination  were  obtained  from  each  case.  The  data  was  subject  to  computer  analysis. 
Fetal  loss  occurred  most  often  within  the  first  (59%)  and  second  (23%)  trimester 
periods,  loss  during  the  last  trimester  and  during  the  first  week  of  life  were  less 
common  (18%).  The  mean  maternal  age  was  23.6  years;  modal  age  19.0  years. 
Blacks  accounted  for  69  percent  of  the  study  cases,  whites  30  percent.  Mean  gravidity 
was  2.5  (mode  1.0);  mean  parity  was  1.0  (mode  0.0).  A hi.story  of  abortion  prior  to 
the  current  delivery  was  8 percent.  The  mean  gestational  age  of  the  study  specimen 
was  25  weeks  (mode  20  weeks).  The  most  common  cause  of  fetal  death  was  infection 
(36%)  followed  by  placental-cord  abnormalities  (21%)  and  pre-existing  maternal 
disease  (e.g.  diabetes  mellitus,  anemia,  hypertension,  drug  addiction)  (16%).  Iso- 
lated, unexplained  premature  birth  accounted  for  14  percent  and  life  threatening  birth 
defects  accounted  for  13  percent.  In  studies  of  infection,  bacteria  accounted  for  89 
percent,  viral  infections  9.0  percent,  and  protozoa  1 .6  percent.  Group  B Streptococcus 
was  the  most  commonly  identified  pathogen  (51%  of  identified  infections).  CMV 
virus  infections  accounted  for  80  percent  of  the  viral  infections  with  Herpes  1 and  II 
making  up  most  of  the  remaining  20  percent.  Placental  insufficiency  with  or  without 
abruption  accounted  for  86  percent  of  the  deaths  in  this  category.  Maternal  drug 
addiction  (excluding  ethanol)  was  the  greatest  risk  factor  in  the  category  of  “maternal 
disease’’  followed  by  hypertension  and  morbid  obesity.  In  our  population,  7.9  percent 
of  Alabama  mothers  were  drug  addicted  (vs  1 1.0%  nationally).  The  most  lethal  birth 
defects  involved  the  cardiovascular  system  followed  by  genitourinary,  musculo-skel- 
etal,  respiratory  and  CN  systems,  respectively.  Our  study  reveals  that  the  mother  at 
highest  risk  for  fetal  loss  is  a 19  year  old  black  primigravida.  Her  fetal  loss  will  most 
likely  occur  at  20  weeks  gestation  and  will  be  due  to  infection  or  a placental  disorder 
(57%).  We  believe  that  any  significant  modification  in  the  perinatal-neonatal  mor- 
bidity and  mortality  rate  in  Alabama  will  require  programs  directed  at  controlling  or 
preventing  these  etiologic  mechanisms. 

Sponsor:  Will  R.  Blackburn,  M.D,,  Perinatal-Pediatric  Pathology. 


The  Epidemiology  of  Gunshot  Injuries:  Patterns 
of  Morbidity  and  Mortality  from  Gunshot 
Injuries  in  Mobile  County,  Alabama  1985-1987 
John  Max  Jinks  (COM  II) 

Firearms  inflict  extensive  injuries  in  our  society.  Although  multiple  studies  have 
addressed  various  aspects  of  morbidity  and  mortality  from  firearms,  there  has  been 
no  epidemiological  study  of  firearms  injuries  in  a given  population  over  a period  of 
time.  Such  a study  is  important  for  providing  information  about  population  based 
rates  of  injury  for  comparison  purposes  and  for  identifying  risk  factors  for  morbidity 
and  mortality.  This  preliminary  study  investigates  403  firearms  injuries,  both  fatal 
and  non-fatal,  occurring  in  Mobile  County.  Alabama  from  1985  through  1987.  The 
records  of  all  the  hospitals  and  law  enforcement  agencies  in  Mobile  County  and  of 
the  Mobile  County  Medical  Examiner’s  Office  were  reviewed  to  identify  all  victims 
of  firearms  injuries  and  for  demographic  information,  case  type,  time  and  place  of 
injury,  access  to  emergency  care,  place  of  death,  type  of  weapon  and  ammunition, 
wound  number  and  type,  anatomic  region  and  organs  injured,  and  presence  of  drugs, 
including  ethyl  alcohol.  The  data  was  encixled  into  the  computer  and  analyzed  with 
Statistical  Analysis  Systems.  Four  hundred  and  three  (403)  victims  were  identified, 
giving  an  incidence  rate  of  33  per  100,000  population.  Of  these  there  were  202  deaths 
including  108  homicides.  86  suicides  and  8 accidents  and  undetermined.  Of  the 
survivors  there  were  169  assaults.  24  accidents  and  8 attempted  suicides.  For  assaults 
and  homicides  black  males  were  at  high  risk;  for  suicides  white  males  were  at  high 
risk  Handguns  accounted  for  58%  of  the  injuries.  Alcohol  was  the  most  prevalent 
dmg  identified  in  the  victims.  Contact  wounds  to  the  head  were  associated  with  a 
high  mortality.  Firearms  are  a major  cause  of  morbidity  and  mortality  in  Mobile 
County,  Alabama. 

Sponsor:  LeRoy  Riddick.  M D.,  The  Alabama  Department  of  Forensic  Sciences. 


Regulation  of  Insulin  Sensitive  Type  IV 
Phosphodiesterase  in  Diabetic  Rat  Liver 
Michael  A.  Pennington,  Undergraduate 

The  cGMI’-sensitivc  isozyme  of  high  affinity,  membrane  bound,  cAMP  phospho- 
diesterase (Type  IV  PDE)  is  activated  by  insulin  and  may  be  involved  in  its  mechanism 
of  action.  Insulin  stimulation  of  this  PDE  occurs  only  in  the  intact  cell  Previous 
studies  have  shown  that  vanadypgiutathione  complexes  (VO/2GSH)  also  activate 
Type  IV  PDE  and  thus  can  be  an  in  vitro  model  for  studying  insulin  stimulation  of 
the  enzyme  Competitive  inhibition  by  the  cardiotonic  agent.  LY  1951 15.  may  also 
be  used  to  identify  this  enzyme  form.  Type  IV  PDE  was  studied  in  hepatic  light 
microsomal  membranes  of  strcptozokK'in  induced.  Type  I and  Type  II  diabetic  rat 
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model  systems  obtained  by  differential  centrifugation.  Basal  activites  in  the  Type  II 
membranes  as  measured  at  0.25  uM  cAMP  were  similar  to  littermate  controls  at  100 
pm/mg/min.  The  Km  of  the  high  affinity  substrate  site  was  also  relatively  unchanged 
at  0.7  uM  in  the  diabetic  to  0.6  uM  in  the  control  as  was  the  Vmax  (470pm/mg/ 
min).  LY  1951 15  inhibitation  curves  showed  an  IC50  of  0.5  uM  in  the  diabetic  and 
0.6  uM  in  the  controls.  As  determined  by  10  uM  cGMP  inhibition,  the  ratio  of  cGMP 
sensitive  (45%)  to  cGMP  insensitive  (55%)  enzyme  was  also  unchanged.  Further- 
more, the  diabetic  enzyme  exhibited  the  same  maximal  stimulation  by  VO/2GSH 
yielding  a 75%  increase  in  activity.  Other  sulfhydryl  compounds  (L-cysteine  and 
cysteamine  HCl)  were  complexed  with  vanadium  and  equivalent  stimulatory  effects 
were  noted.  Thus,  regulation  of  460  enzyme  in  Type  II  diabetic  heptic  membranes 
appears  relatively  unchanged.  Type  IV  PDE  regulation  by  insulin-like  VO/2GSH  is 
unaffected  in  the  Type  II  diabetic  rat  liver  indicative  of  an  intact  membrane  bound 
receptor  for  this  complex.  If  Type  IV  PDE  is  involved  in  the  mechanism  of  insulin 
action,  then  the  discrepancy  in  the  diabetic  may  be  in  the  coupling  between  the  insulin 
receptor  and  the  specific  membrane  component  which  activates  the  enzyme. 


Sponsor:  Dr.  W.  J.  Thompson,  Department  of  Pharmacology . 


Streptozotocin-Induced  Changes  in  the 
Hypoglossal  Nucleus  of  the  Rat 
Lionel  Newman  Jacob,  Undergraduate 

, Streptozotocin  (STZ),  an  antineoplastic  antibiotic  produced  by  Streptomyces 
achromogenes.  is  a well-established  diabetogenic  agent.  While  peripheral  neuropathic 
effects  of  STZ-induced  diabetes  have  been  recognized,  little  information  is  available 
regarding  changes  in  the  central  nervous  system.  In  the  present  study,  a determination 
was  made  as  to  whether  hypoglossal  (XII)  motoneurons  or  their  noradrenergic  (NE) 
inputs  were  altered  in  STZ-induced  diabetes. 

Two  female,  Sprague-Dawley  rats  were  rendered  diabetic  by  IP  injection  of  STZ 
(70  mg/kg  in  citrate  buffer,  pH  4.2).  Glucose  tolerance  tests  7 days  post-injection 
indicated  that  the  animals  were  diabetic.  Control  animals  received  injections  of  the 
* fluid  vehicle  only.  Animals  were  sacrificed  7 and  12  days  post-injection  by  transcardial 
perfusion  and  prepared  for  light  and  electron  microscopic  evaluation  and  immuno- 
cytochemical  localization  of  tyrosine  hydroxylase  (TH),  the  rate  limiting  enzyme  in 
‘ the  biosynthesis  of  NE. 

No  changes  in  cell  structure,  cell  numbers  or  in  TH  immunoreactivity  were  dis- 
cerned at  the  light  microscopic  level.  At  the  electron  microscopic  level,  degenerative 
I changes  were  observed  in  somata,  dendrites  and,  to  a lesser  extent,  in  axon  terminals. 

1 These  changes  included  the  following:  dilatation  and  disorganization  of  rough  en- 
I doplasmic  reticulum,  randomized  distribution  of  free  ribosomes,  swelling  and  clus- 
tering of  mitochondria,  disorganization  of  neurofibers,  presence  of  vesicular  and 
' dense  multigranular  bodies,  vacuolization  and  increased  electron  lucency  of  cyto- 
I plasm.  No  changes  were  seen  in  the  distribution  or  morphology  of  TH-containing 
I profiles. 

1 These  results  demonstrate  that  STZ-induced  diabetes  causes  degenerative  changes 
I in  XII  motoneurons  but  no  morphological  change  in  NE  terminals. 


I Sponsor:  LD  Aides,  PhD.  Department  of  Anatomy  and  Cell  Biology. 

i 

j Subdiabetogenic  Doses  of  Streptozotocin  Coupled 
1 With  Infection  by  the  Canine  Ascaradoid 
Nematode,  Toxocar  canis,  Leads  to  Glucose 
Intolerance  in  Outbred  Mice 
i Amy  J.  Rapp,  Undergraduate 

I Glucose  intolerance  was  induced  in  outbred  CD- 1 male  mice  by  a combined  treat- 
ment of  subdiabetogenic  doses  of  stroptozotocin  (STZ)  with  the  nondiabetogenic 
parasite  Toxocara  canis.  Five  groups  of  mice  were  each  treated  as  follows:  Group  1 
mice  received  no  treatment:  Group  2 mice  were  injected  with  a subdiabetogenic  dose 
of  STZ.  and  Group  3 were  infected  with  Toxocara  canis  only.  Group  4 mice  received 
a subdiabetogenic  dose  of  STZ  followed  by  infection  with  T.  canis  the  next  day. 
Finally,  in  order  to  determine  any  effects  in  the  order  of  treatment.  Group  5 mice 
were  infected  with  T.  canis  one  day  prior  to  treatment  with  a subdiabetogenic  dose 
of  STZ.  Glucose  tolerance  tests  on  days  10  and  17  after  treatment  indicated  small, 
if  any,  elevation  in  blood  sugars.  The  experiment  was  repeated  with  five  more  groups 
I of  male  CD-I  mice.  The  experimental  setup  remained  the  same  except  that  the  groups 
previously  receiving  STZ  received  one  extra  subdiabetogenic  dose  of  STZ  I day  after 
the  first  dosage.  Nonfasting  blcKxI  sugars  of  the  groups  receiving  combined  STZ 


treatment  and  T.  canis  infection  were  slightly  elevated,  and  glucose  tolerance  tests 
on  days  10  and  17  showed  a marked  increase  in  blood  sugar  levels.  The  group  of 
mice  receiving  STZ  prior  to  infection  with  T.  canis  exhibited  a greater  elevation  in 
blood  sugar  than  the  mice  treated  with  T.  canis  before  STZ.  However,  both  groups 
of  mice  demonstrated  glucose  intolerance  as  compared  to  other  treatment  groups. 
Insulin  extractions  from  the  pancreata  of  mice  treated  with  STZ  and  T.  canis  showed 
decreased  insulin  levels.  These  results  suggest  that  infectious  agents,  such  as  T.  canis. 
which  have  been  previously  shown  to  augment  the  immune  response  both  specifically 
and  nonspecificaily  can  act  with  subdiabetogenic  doses  of  n-nitrosocompounds  to 
produce  a frank  glucose  intolerance  in  outbred  mice. 


Sponsors:  Glenn  L.  Wilson,  Ph  D.  and  Stephen  G.  Kayes,  Ph  D.,  Department  of 
Anatomy  and  Cell  Biology. 


Effect  of  Diabetes  on  B-adrenergic  Receptors  of 
Myocardial  Sarcolemma 
Robert  Hannahan,  Undergraduate 

One  major  problem  associated  with  diabetes  is  the  development  of  a cardiomy- 
opathy. One  of  the  defects  that  occurs  as  a result  of  the  cardiomyopathy  is  an  abnormal 
response  of  the  heart  to  B-adrenergic  agents.  We  tested  the  possibility  that  this 
abnormal  response  was  caused  by  either  alterations  in  the  number  of  affinity  of  the 
B-adrenergic  receptor  sites  on  the  sarcolemma. 

Sarcolemma  from  hearts  of  rats  with  noninsulin-dependent  diabetes  were  isolated 
and  the  binding  of  the  B-adrenergic  agent  dihydroalprenolol  (DHA)  to  them  was 
examined.  DHA  was  labeled  with  tritium  so  that  it  could  be  identified.  The  sarco- 
lemma was  exposed  to  a known  concentration  of  DHA  in  the  presence  or  absence 
of  1 -propranolol  and  vacuum  filtered  through  Whatman  GFC  glass  fibre  filters.  The 
filters  were  dried  and  counted  using  a liquid  scintillation  counter.  From  a series  of 
assays  a binding  profile  was  obtained.  This  profile  showed  that  the  affinity  and  number 
of  B-adrenergic  receptor  binding  sites  on  the  sarcolemma  were  experimentally  iden- 
tical for  the  diabetic  and  the  control  rats.  Plotting  the  data  using  a Scatchard  Plot,  it 
was  found  that  the  number  of  DHA  binding  sites  per  milligram  of  membrane  protein 
was  102  for  the  diabetic  and  107  for  the  control.  Similarly,  it  was  found  that  the 
value  of  the  dissociation  constant  for  DHA  binding  to  the  membrane  was  1.1  nM 
for  the  diabetic  and  1.38  nM  for  the  control.  There  was  no  statistical  difference 
between  these  values.  Therefore,  the  defect  in  the  ability  of  the  diabetic  heart  to 
respond  to  B-adrenergic  agents  is  not  caused  by  changes  in  either  the  affinity  or  the 
number  of  B-adrenergic  receptors  located  on  the  cell  membrane. 


Sponsor:  Stephen  W.  Schaffer,  Ph  D.,  Department  of  Pharmacology. 


Transcription  of  the  Insulin  Gene  in  Two  Cell 
Lines  Derived  from  an  Insulinoma 
Mary  E.  Cunningham,  Undergraduate 

Cyclic-AMP  (C-AMP)  is  a second  messenger  known  to  stimulate  insulin  production 
in  pancreatic  Beta  cells.  The  purpose  of  this  study  was  to  demonstrate  the  C-AMP 
also  promotes  transcription  for  the  insulin  gene  and  therefore  increases  the  amount 
of  messenger  RNA  (mRNA)  for  insulin  present  in  Beta  cells.  Two  cells  lines  derived 
from  the  same  insulinoma,  the  RINr  38  and  B2,  were  studied.  The  RINr  38  cells, 
which  produce  insulin,  were  used  to  observe  changes  in  the  transcription  of  the  insulin 
gene.  RINr  B2  cells,  which  secrete  somatostatin,  served  as  a negative  control.  In 
order  to  study  the  effects  of  C-AMP  on  mRNA  for  the  insulin  gene,  purified  RNA 
had  to  be  isolated  from  cells  treated  with  forskolin,  an  agent  which  stimulates  the 
formation  of  C-AMP.  Untreated  cells  and  cells  treated  withshamforskolin.  a substance 
structurally  similar  to  forskolin  but  having  no  effect  on  C-AMP,  were  used  for  control 
purposes. 

To  isolate  the  RNA,  cells  lysed  in  a guanidinium  solution  were  layered  onto  a 
cesium  chloride  gradient.  After  a 16  hour  centrifugation,  the  gelatinous  pellets  were 
suspended  in  .3  M sodium  acetate  and  extracted  once  or  twice  with  phenol-chloroform 
and  once  with  chloroform  only.  Following  an  ethanol  precipitation,  pellets  were 
resuspended  in  TE  buffer  and  treated  with  RNAse-free  DNAse  to  remove  any  DNA 
present  in  the  sample.  Agarose  mini-gels  were  used  to  ensure  the  purity  of  RNA 
samples  after  DNAse  treatment. 

A Dot-Blotting  procedure  using  a P-32  labeled  probe  for  insulin  is  currently  being 
employed  to  show  the  effects  of  forskolin  on  mRNA  transcription  for  the  insulin 
gene. 

Sponsor:  G.  L.  Wilson,  Ph  D.  — Department  of  Anatomy  and  Cell  Biology. 
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How  You 
Do  The  Job  Is 
What  Matters, 

Not  How  You  Get  There. 


How  do  you  draw  a picture 
of  the  “ideal”  employee? 

Sometimes  verbally,  like  the 
official  language  on  an 
evaluation  report. 

Sometimes  with  thumbnail 
sketches,  one  manager  to 
another— “He  shows  up  ready 
to  work”  or  “I  wish  I had  10 
more  people  just  like  her.” 
Sometimes  the  picture  is  in 
cold  hard  numbers,  like  the 
numbers  on  a time  card  or  a 
productivity  chart. 

In  a recent  Louis  Harris 
Poll,  line  managers  were 
asked  to  put  together  all  their 
impressions  of  workers  with 
disabilities,  and  the  picture 
they  drew  gave  new  meaning 
to  the  term  “able  bodied.” 

Here,  the  numbers  told  the 
story:  46%  said  workers  with 
disabilities  were  more  willing 
to  work  than  other  employees; 
40%  said  they  were  more 
punctual  and  more  reliable. 

And  just  under  80%  said 
they  were  equal  to  or  more 
productive  than  other  workers! 

If  you’d  like  more 


Sandi  Francis, 
Secretary 
Photography  by 
Ken  Ambrose 


information  on  acquiring 
these  assets  for  your  firm, 
call  or  write  us. 

We’ll  help  put  you  in  touch 
with  someone  who  may  not 
get  to  work  like  your  average 
employee.  But,  once  they’re  on 
the  job,  they’ll  look  like  one  of 
your  best. 


The  President’s 
Committee  on  Employment 
of  the  Handicapped, 
Washington,  D.C.  20036 

For  more  information,  call 
1-800-526-7234 
In  West  Virginia,  call 
1-800-526-4698 


THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 

\ |i 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor; 


ARMY  HEALTH  CARE  TEAM 
2)00  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/d'horacic, 
Pediatric,  Peripheral/ Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE. 


OUTPATENT 

□AGNOSnC 

RADDLOGy 

CENTffi 
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NUCLEAR  MEDICINE 


Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the  ad- 
dition of  the  Nuclear  Medicine  Department  to  its  full-service  capabilities.  Located  on  the 
Third  Floor  of  Norwood  Clinic,  this  new  service  is  equipped  with  the  most  sophisticated 
technology  to  provide  a full  range  of  nuclear  medicine  studies,  including  SPECT  Imaging. 


• Nuclear  Medicine 250-8961 

• Magnetic  Resonance  Imaging 226-5100 

• C.T.  Scanning 250-6837 

• Ultrasonography 250-6830 

• General  Radiology 250-6830 


The  Board  Certified  radiologists  of  Norwood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient  Diagnostic 
Radiology  Center  continues  its  commitment  to  a professional,  full  service  and  high 

quality  diagnostic  reporting  system. 


Alabama  Toll  Free 

1-800-272-6481 

NORWOOD 

CLINIC 

1528  NORTH  26TH  STREET  • BIRMINGHAM,  ALABAMA  35234 
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ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $27.00  for  30  words  or  less, 
plus  25  cents  for  each  additional  woprd,  payable  in 
advance.  Classified  displays  are  $25.00  per  column 
inch.  Ad  box  number  can  be  substituted  for  formal 
addresses  upon  request  at  a cost  of  $5.  Copy  deadline 
is  6 weeks  preceding  date  of  publication.  Send  copy 
to:  Advertising  Manager,  ALABAMA  MEDICINE, 
P.O.  Box  1900,  Montgomery,  Alabama  36102-1900. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


FAMILY  MEDICINE/INTERNIST/EMERGENCY  ROOM  PHY- 
SICIAN needed  desperately.  No  call.  Malpractice  insurance  paid. 
Excellent  fringe  benefits.  Prefer  physician  with  experience,  but 
not  absolutely  necessary.  Phone  Sandy  McBrayer  collect  at  (601) 
328-2525. 


SOUTHEAST  U.S.A.  (ACADEMIC  PEDIATRICIAN  WANTED): 
Alabama  Board  Certified  or  Board  Eligible  — Teaching  medical 
students  and  family  practice  residents  with  direct  patient  care  and 
clinical  research  interests  required.  Direct  inquiries  with  C.V.  to: 
David  C.  Hefelfinger,  M.D.,  Dept,  of  Pediatrics,  700  University 
Blvd.,  East,  Tuscaloosa,  AL  35401;  (205)  348-1304.  Equal  Op- 
portunity Affirmative  Action  Employer. 


INTERNIST  — BC/BE  internist  needed  for  North  Alabama  city 
of  50,000.  Join  solo  practicing  BC  Nephrologist/Intcmist  with 
interest  in  Critical  Care  Medicine.  Full  partnership  available  after 
one  year.  Generous  fringe  benefits  including  malpractice  and  health 
insurance  and  competitive  salary.  Practice  offers  office  ba.sed  EKG, 
GXT,  Holter,  PFT,  Xray  and  complete  lab  including  Micro.  Send 
CV  (Curriculum  Vitae)  to:  Advertising  Manager,  Box  B,  Alabama 
.Medicine,  P.O,  Box  I9(X),  Montgomery,  AL  36102-I9(X). 


EMERGENCY  MEDICINE  — Immediate  opportunity  for  ER  Staff 
Physicians  and  Director  in  Southern  Alabama,  at  government  fa- 
cility. Excellent  compensation.  Additional  openings  available  in 
South  Carolina,  Kentucky,  and  Missouri.  Call  collect  (717)  825- 
2500  or  send  C.V.  to  AES,  Inc.,  P.O.  Box  2510,  Wilkes-Barre, 
PA  18703. 


PHYSICIAN  — COLLEGE  STUDENT  HEALTH.  Anticipated 
vacancy  in  the  near  future.  Full-time,  12  month  appointment, 
competitive  salary  with  strong  fringe  package  and  a double  re- 
tirement package  including  applying  active  military  service  to  re- 
tirement time.  Applicants  must  hold  or  be  eligible  for  Alabama 
license,  unrestricted  malpractice  insurance,  and  hold  a valid  D.E.A. 
number.  Current  private  practice  in  a primary  care  field,  specialty 
certification,  experience  in  student  health  field  will  add  additional 
weight  to  vitae.  For  more  information  write:  Director,  Russell 
Student  Health  Center,  P.O.  Box  870360,  University  of  Alabama, 
Tuscaloosa,  AL  35487-0360  or  call  (205)  348-6262.  The  Univer- 
sity of  Alabama  is  an  Equal  Opportunity,  Affirmative  Action  Em- 
ployer. 


INTERNIST  — VA  Medical  Center,  Montgomery,  Alabama,  a 
200-bed  general  medical  facility,  has  a vacancy  for  a board  cer- 
tified or  eligible  internist.  Excellent  benefits  package.  Call  the 
Chief  of  Staff,  (205)  272-4670,  extension  4097. 


1989  CME  CRUISE/CONFERENCES  ON  MEDICOLEGAL  IS- 
SUES & RISK  MANAGEMENT  — Caribbean,  Mexico,  Alaska/ 
Canada,  China/Orient,  Scandinavia/Russia,  Mediterranean,  Black 
Sea,  Trans  Panama  Canal.  Approved  for  24-28  CME  Category  1 
Credits  (AMA/PRA)  and  AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compliance  with  IRS  re- 
quirements. Information:  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station,  NY  1 1746.(800)  521-0076  or (5 16)  549- 
0869. 


UNIVERSITY  OF  ALABAMA  AT  BIRMINGHAM,  School  of 
Public  Health,  Maternal  and  Child  Health  Training  Program.  This 
12  month  interdisciplinary  program  leading  to  a Master  of  Public 
Health  degree  prepares  professionals  to  assume  leadership  roles  in 
maternal  and  child  health.  Emphasis  is  given  to  the  development 
of  competencies  in  quantitative  and  management  skills,  policy- 
making, financing,  legislation,  and  advocacy.  Co-existing  with 
four  other  MCH  training  programs  on  the  UAB  Medical  Center, 
this  program  provides  opportunities  for  students  to  develop  special 
interests  in  the  areas  of  developmental  disabilities,  genetics,  ad- 
olescent health,  and  pediatric  pulmonary  care.  Limited  stipends 
available.  Filing  of  applications  by  March  1,  1989  is  strongly 
recommended  especially  if  financial  assistance  is  being  sought. 
For  more  information,  please  write  to:  Christiane  B.  Hale,  Ph.D., 
M.P.H.,  Director,  Interdepartmental  Maternal  and  Child  Health 
Training  Program,  School  of  Public  Health,  University  of  Alabama 
at  Birmingham,  UAB  Station,  Birmingham,  AL  35294. 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  1 1 years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


A Rare  Cause  of  Stump  Pain 
Herniated  Lumbar  Disc 
A Case  Report 


David  E.  Lipton,  M.D.* 
T.  Nagendran,  M.D.* 


The  treatment  of  pain,  a symptom  that  most  com- 
monly brings  a patient  to  a physician,  is  the  re- 
moval of  its  cause.'  After  amputation,  the  patient  al- 
most always  has  the  sensation  that  the  missing  part  is 
still  present  and  in  a large  number  of  cases  moderate 
pain  may  accompany  this  phantom  sensation.^  But 
eventually,  these  two  disappear  entirely  or  occur  only 
infrequently.^  Other  causes  of  stump  pain  include  neu- 
roma, exostosis  and  skin  pressure  problems.^ 

Herniated  lumbar  disc,  the  most  common  cause  of 
sciatica  presents  as  a pain  of  radicular  nature  occurring 
in  one  or  both  lower  extremities  consequent  to  inflam- 
mation or  pressure  on  one  or  more  nerve  roots  of  the 
lumbosacral  plexus. Recently  we  treated  a young  pa- 
tient who  had  herniated  L5  S 1 disc  but  his  major  symp- 
I tom  was  stump  pain.  We  would  like  to  present  the 
case  and  discuss  the  problems  encountered. 

Case  Report:  This  36  year  old  male  veteran  sustained 
severe  shrapnel  injuries  in  both  lower  extremities  dur- 
ing the  Vietnam  conflict,  resulting  in  a high  right  above 
the  knee  amputation  and  a left  below  the  knee  am- 
putation (Fig.  1).  The  patient  had  enjoyed  an  active 
life  in  and  out  of  his  wheelchair  including  hunting  and 
horse  riding,  until  about  6 months  ago,  when  he  started 
having  severe  right  buttock  and  right  stump  pain.  The 
patient  was  treated  in  another  V.A.  hospital  for  “sus- 
pected neuroma”  of  the  stump,  without  any  relief. 
When  the  pain  became  severe  he  could  not  sleep.  At 
this  point  an  electromyography  was  done  and  it  re- 
vealed an  L5-S1  lesion  on  the  right  side.  The  patient 
was  referred  to  our  hospital. 

The  patient  has  adult  onset  diabetes  mellitus  which 
is  well  controlled.  Past  medical  history  revealed  mul- 
tiple surgeries  to  the  right  stump  and  psychotherapy 
for  stump  pain  relief.  The  physical  examination  of  the 
patient  was  limited  due  to  his  amputations  and  most 
I of  the  conventional  tests  could  not  be  done.  Exami- 
' nation  of  the  back  and  trunk  was  within  normal  limits. 

A lumbar  myelogram  (Fig.  2)  showed  a subtle  but 
j constant  defect  at  the  L5-S1  level  on  the  right.  At 
surgery  a large  bulging  disc  under  an  attenuated  an- 
il *Department  of  Surgery.  VAMC  Montgomery.  Alabama 


nulus  fibrosus  was  found  and  a standard  L5-S1  lam- 
inectomy was  carried  out.  The  postoperative  period 
was  benign.  The  patient  remains  symptom  free  to  date. 

A reinterrogation  of  the  patient  revealed  that  the 
patient  fell  off  a horse  about  a year  ago. 

Discussion:  In  1864,  Lasegue  first  described  the  sign 
which  now  bears  his  name.^  Since  that  time,  there  have 
been  many  other  tests  to  diagnose  sciatica  and  all  these 
tests  used  are  primarily  to  provoke  or  heighten  the 
chief  complaint,  i.e.,  radiating  pain.  ^Absence  of  lower 
extremities  in  our  patient  not  only  made  the  diagnostic 
tests  difficult  but  also  misled  the  focus  to  stump. 

Some  of  the  difficulties  encountered  are:  a)  inability 
to  test  deep  tendon  reflexes;  b)  inability  to  check  for 
sensory  loss;  c)  inability  to  do  straight  leg  raising  test 
and  Lasegue’s  test;  d)  inability  to  see  patient’s  gait, 
and  e)  inability  to  assess  the  muscle  wasting  in  the 
lower  extremities.  Radicular  pain  in  a stump  must  be 
distinguished  from  causalgia,  neuralgia,  and  phantom 
pain."  The  sciatica,  when  intractable  has  been  treated 
with  anticholangic  drugs,  sympathectomy,  biofeed- 
back, nerve  blocks,  sympathetic  ganglion  nerve  blocks, 
posterior  chirotomy,  spina- thalamic  tractotomy,  in- 
trathecal alcohol,  and  even  cordotomy.'^ 

Stump  neuralgia  is  most  commonly  associated  with 
excessive  mesoblastic  and  axonal  growth  at  the  end  of 
a large  peripheral  nerve.  Pain  is  initiated  by  pressure 
or  other  mechanical  stimuli.  This  is  best  treated  pro- 
phylactically  by  appropriate  surgery  and  postopera- 
tively  by  local  resection  of  the  neuroma.  Finneson''* 
et  al  reported  two  cases  similar  to  ours.  Their  two 
patients  had  the  symptoms  of  sciatica  relieved  after 
surgery  but  phantom  limb  symptoms  persisted.  It  should 
be  stressed  that  a herniated  disc  will  make  its  presence 
known  by  a significant  alteration  in  the  patient’s  symp- 
tom pattern.  Finneson  also  points  out  that  the  straight 
leg  raising  test,  the  most  frequent  finding  in  the  non- 
amputee disc  patient  is  positive  in  the  below-knee  am- 
putee, but  absent  when  the  amputation  is  above  the 
knee. 

“Back  and  leg”  pain  has  plagued  man  since  times 
of  antiquity.  The  explanation  of  this  problem  wasn’t 
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Figure  1 : Right,  above  the  amputation  and  Left,  below  the 
amputation. 


Conclusion 

A rare  case  of  herniated  lumbar  disc  presenting  as 
stump  pain  has  been  presented.  The  literature  is  briefly 
reviewed. 


clearly  defined  until  the  classic  paper  by  Mixter  and 
Barr  in  1934.'°  These  authors  delineated  the  source  of 
this  problem  as  prolapse  of  the  intervertebral  disc. 

Low  back  pain  affects  as  many  as  53%  of  those 
engaged  in  light  work  and  64%  of  those  in  heavy  labor. 
It  is  a problem  of  young  adults  with  a mean  age  in  the 
mid-thirties. 

Federal  statistics  have  indicated  that  one-fourth  of 
all  days  lost  from  work  due  to  illness  arose  from  low 
back  problems.  The  financial  impact  on  our  society  is 
staggering.  Interesting  to  note  only  one-third  of  the 
sums  expended  go  toward  medical  care. 

The  typical  patient  resistant  to  the  usual  forms  of 
care  including  medication,  rest,  back  supports,  and 
physical  therapy  undergoes  one  or  more  in-depth  stud- 
ies to  delineate  his  problem.  This  includes  EMG,  mye- 
logram, CT  scans,  discography,  and  more  recently, 
MRI.  The  patient  with  ongoing  pain  and  disability  and 
clinical  findings  of  a herniated  disc  supported  by  cor- 
roborative objective  studies  becomes  a potential  can- 
didate for  corrective  surgery.  As  in  our  patient  EMG 
and  myelogram  served  to  confirm  the  diagnosis  in  their 
cases. 
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Why  AMA-ERF 


Over  $100,000  has  been  raised  by  your  Auxiliary 
for  AMA-ERF  in  the  past  three  years.  Many  of 
you  have  made  memorials  by  way  of  the  American 
Medical  Association/Education  Research  Foundation 
(AMA-ERF).  We  continue  to  work  hard  to  nourish 
this  Foundation  because  it  is  the  current  treatment  of 
choice  for  several  vital  problems. 

The  money  from  our  fund-raising  projects  and  your 
memorials  is  sent  to  the  medical  schools  of  choice. 
The  students  at  these  schools  reap  the  main  benefits 
through  student  assistance  programs.  Dean  Pittman  at 
the  University  of  Alabama  School  of  Medicine  says 
that  in  recent  years  it  has  become  more  important  to 
attract  the  very  best  students  possible  into  medicine. 
The  number  of  applicants  to  medical  schools  around 
the  country  has  fallen  off  rapidly  since  1974  and  con- 
tinues down.  At  the  same  time,  the  number  of  first 
year  places  in  medical  schools  rose  dramatically  over 
the  1970s  and  is  just  leveling  off  with  a very  slight 
decrease  at  the  present  time.  This  means  that  it  is 
becoming  easier  to  get  into  medical  school,  and  entry 
is  less  competitive.  The  academic  standards  have  held 
fairly  well  thus  far,  but  there  appears  to  be  early  in- 
dications of  some  deterioration.  If  we  cannot  keep  “the 
best  and  the  brightest’’  students  in  medical  school  and 
medicine,  we  are  surely  doomed.  For  these  reasons, 
the  main  function  of  AMA-ERF  money  these  days  is 
student  assistance,  and  it  is  highly  valuable  for  that 
purpose. 

In  correspondance  with  Dean  Pittman  we  are  re- 
minded that  AMA-ERF  funds  were  instrumental  in 
getting  the  MIST  system  started.  Medical  Information 
Service  via  Telephone,  the  system  by  which  physicians 


throughout  the  state  can  call  specialist  physicians  ex- 
pert in  narrow  aspects  of  medicine  at  UAB  and  discuss 
particular  patient  problems  with  them  via  telephone. 
The  system  is  now  nationwide  via  an  800  number. 

AMA-ERF  funds  have  also  been  used  in  fixing  a 
medical  student  lounge  in  Volker  Hall,  and  a plaque 
on  the  wall  identifies  the  source  of  the  funds  as  AMA- 
ERF.  This  not  only  is  beneficial  for  the  students  who 
use  the  lounge,  but  is  also  alerts  them  to  the  fact  that 
the  AM  A,  and  the  state  medical  association  and  its 
auxiliary  are  looking  after  the  students’  interests  even 
before  they  receive  their  M.D.  degrees. 

Another  project  funded  by  AMA-ERF  has  been  the 
painting  of  the  picture  of  “Medical  Giants  of  Ala- 
bama,’’ which  hangs  in  the  Center  for  Advanced  Med- 
ical Studies  (CAMS)  at  UAB.  The  picture  (see  page 
42)  depicts  six  individuals  important  in  medical  history 
and  relating  to  Alabama.  Four  of  these  were  physicians 
(Tinsley  Harrison,  first  full-time  Chairman  of  Medi- 
cine in  the  four  year  school  at  Birmingham  in  1950; 
Champ  Lyons,  the  first  full-time  Chairman  of  Surgery; 
William  C.  Gorgas,  native  of  Tuscaloosa  and  expert 
in  mosquito  borne  diseases,  who  made  possible  the 
construction  of  the  Panama  Canal  and  was  later  Pres- 
ident of  AMA;  J.  Marion  Sims,  “Father  of  Gynecol- 
ogy’’), a lawyer  with  strong  medical  ties  (Senator  Lister 
Hill,  whose  two  main  claims  to  fame  were  the  creation 
of  the  National  Institutes  of  Health  as  we  know  it  today 
and  the  Hill-Burton  law  to  assist  in  the  construction 
of  hospitals),  and  finally  the  main  individual  in  the 
picture;  the  patient  (Anarcha  Zimmerman,  Marion 
Sims’  famous  patient,  whose  chronic  vesico-vaginal 
fistula  was  the  first  successfully  corrected  by  the  new 
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and  successful  Sims  procedure).  Dean  Pittman  invite 
all  auxiliary  members  to  come  by  and  view  “their 
picture.”  Actually,  half  the  funds  for  the  picture  came 
from  AMA-ERF,  and  the  other  half  came  from  Mr. 
and  Mrs.  Julian  Adler  of  Birmingham.  It  was  painted 
by  Mr.  Marshall  Bouldin  III  of  Clarksdale,  Missis- 
sippi. His  wife  is  a physician  (OB/GYN),  and  he  is  a 
member  of  the  Auxiliary. 

Many  physicians  support  the  efforts  of  their  favorite 
medical  school  by  doing  memorials  instead  of  sending 
flowers.  The  next  time  you  think  about  ordering  flow- 
ers to  recognize  or  honor  someone  ask  your  recep- 
tionist to  check  with  your  MASA  Auxiliary  to  get  the 
name  of  its  local  AMA-ERF  chairperson  and  send  a 
check.  A nice  card  will  be  mailed  to  the  appropriate 
party  which  explains  that  you  have  contributed  to  a 
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memorial  in  that  person’s  name  to  advance  medical 
research  and  medical  education. 

Our  AMA-ERF  projects  are  going  great  this  year, 
as  usual,  under  the  guiding  hand  of  this  year’s  state 
chairman  Kay  Jones  (Mrs.  Greg)  of  Anniston.  During 
1987-88  $51,283  was  raised.  Over  $10,000  of  this 
was  raised  through  a special  project,  the  “Apple  A- 
Peel  Cookbook.”  The  Christmas  sharing  card  many 
of  you  recently  received  generates  over  $30,000  each 
year  to  help  students  in  favorite  schools  worry  more 
about  their  patients  and  books  and  less  about  finances. 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.^’.dose^ 

^ First-week  improvement  in  somatic  symptoms^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 


References;  1.  Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  NJ.  2.  Feighner  VP, 
etal:P^chophamacology6I:2\7-225,  Mar  22, 1979. 


Limbitrol*® 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyciic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g. , operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  prepancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Ttigamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  in  elderly  and  debilitated,  iimit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs;  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  paipitations, 
myocardial  inferction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstruai  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  aicohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomaticaily  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  JUblets,  white,  fiim-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Vxblets.  blue,  fil'' 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydro' 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  q£ ' 
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Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 
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Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  Vl- 

linibittDrDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  thcin  one  somatic  symptom. 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Copyright  © 1988  by  Roche  Products  Inc.  All  n^ts  reserved. 
Please  see  summary  of  produa  information  inside  back  cover. 
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Malpractice  defense  by  Mutual  Assurance 


You  know  quality  when  you  see  it— 
and  you  know  that  the  quality  of 
defense  provided  by  Mutual 
Assurance  is  second  to  none.  You're 
not  fooled  by  imitations,  so  beware 
of  professional  liability  companies 
that  want  you  to  think  they're  just 
like  Mutual  Assurance.  The  truth  is 
they're  not— they're  not  even  close. 

Our  commitment  to  defense  is  as  old 
and  strong  as  Mutual  Assurance 
itself.  Our  team  of  defense  lawyers 


and  trained  claims  representatives 
have  been  working  together  longer 
than  most  other  professional  liability 
companies  have  been  in  business.  In 
fact,  we  have  more  experienced  peo- 
ple handling  claims  than  those  other 
companies  have  on  their  entire  staff. 

We  hope  you  never  face  a lawsuit, 
but  statistics  show  every  Alabama 
doctor  will  be  sued  at  least  once  in 
their  career.  If  it  happens  to  you,  you 
don't  want  imitation  protection,  you 


want  the  strength  and  experience  of 
the  Mutual  Assurance  defense  team 
on  your  side. 
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I . Mutual 
I Assurance 


115  Office  Park  Drive 
Birmingham,  AL  35223 
1-800-272-6401  (205)  871-7280 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


ceTQclor 


Pulvules® 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  influemae.  and 
Streptococcus  pyogenes  (group  A p-hemolylic  streptococcil 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECLOR  should  be  administered  cautidusly  td  penicilun- 

SENSITIVE  PATIENTS  PENICIHINS  AND  CEPHAIDSPDRINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
maiiredly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely.  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occumed  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  In  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children) 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly)  loeiossii 

Additional  information  available  from  Pv  2351  amp 

Ell  Lilly  and  Company  Indianapolis.  Indiana  4S2S5 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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Innumeracy 


Elsewhere  in  this  issue  you  will  find  a not  altogether 
encouraging  profile  of  current  physician  distri- 
bution in  Alabama.  It  is  largely  a statistical  abstract, 
but  one  that  helps  explain  many  of  the  contemporary 
frictions  in  medical  practice  in  this  state. 

I commend  Dean  Coggins’  article  to  your  attention. 
But  I mention  it  here  principally  to  introduce  to  you 
a man  whose  singular  mission  in  life  is  to  induce  larger 
I portions  of  the  “educated”  public  into  trying  to  deal 
[ with  such  quantifications  as  Dean  Coggins  presents. 
This  gentleman  is  John  Allen  Paulos,  professor  of 
mathematics  at  Temple,  who  has  written  several  books 
I on  his  favorite  warning  — that  innumeracy  in  America 
may  be  a far  greater  national  problem  than  illiteracy. 
“Innumeracy”  is,  I just  learned,  mathematical  illit- 
eracy, and,  to  Professor  Paulos’  great  distress,  it 
abounds  in  America  as  in  no  other  advanced  nation. 

Nor  is  innumeracy  limited  primarily,  as  illiteracy 
is,  to  a socio-economic  underclass.  Professor  Paulos: 

“Innumeracy,  the  mathematical  analog  of  func- 
tional illiteracy,  afflicts  far  too  many  literate  people, 
even  widely  read  and  articulate  men  and  women  who 
might  cringe  if  words  such  as  ‘imply’  and  ‘infer’  were 
confused.  They  generally  react  without  a trace  of  em- 
' barrassment,  however,  to  even  the  most  egregious  nu- 
merical solecisms.” 

He  gives  a graphic  example.  He  had  attended  a 
gathering  of  successful  writers  who  became  embroiled 
in  a long  discourse  on  the  proper  differentiation  be- 
tween the  words  “continually”  and  “continuously.” 
Precision  in  usage  was  important  to  this  group,  rightly 
so.  Later  that  evening,  the  same  group  was  watching 


S.  Lon  Conner 
Executive  Director,  MASA 
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the  evening  news  and  heard  the  local  meteorologist- 
in-residence  declare  that  there  would  be  a 50%  chance 
of  rain  Saturday  and  a 50%  chance  Sunday.  Therefore, 
the  TV  weatherman  said,  in  all  seriousness,  the  chances 
for  rain  on  the  coming  weekend  would  be  100%.  In 
short,  it  would  rain. 

No  one  member  of  the  august  group  of  writers  even 
smiled  at  this  egregious  blunder  in  elementary  prob- 
ability. Simply  adding  50  and  50  made  perfect  sense 
to  them. 

Not  only  is  innumeracy  a serious  national  deficit 
among  the  very  leaders  and  intellectuals  whose  opin- 
ions count  with  the  public,  if  the  Educational  Testing 
Service  can  be  believed,  succeeding  generations  will 
be  even  worse  off  in  their  ignorance  of  all  things  math- 
ematical. In  its  recent  “Mathematics  Report  Card”  on 
U.S.  high  school  students,  the  Testing  Service  called 
the  innumeracy  of  our  youth  simply  appalling.  Pro- 
fessor Paulos: 

”...  And  since  this  innumeracy  can  and  does  lead 
to  muddled  personal  decisions,  misinformed  govern- 
mental policies  and  an  increased  susceptibility  to  pseu- 
dosciences of  all  kinds,  it’s  not  something  that  can  be 
easily  ignored.” 

Small  wonder  that  the  United  States  is  such  a fertile 
field  for  astrology,  numerology,  quack  “proofs”  of 
past  lives  and  interplanetary  visitations,  and  absurd 
medical  theories  by  cultists. 

Professor  Paulos,  it  should  be  noted,  is  not  talking 
about  esoteric  mathematics,  but  the  everyday  necessity 
of  some  public  comprehension  of  numbers,  statistics, 
probability,  etc.  He  is  greatly  agitated,  with  reason. 
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that  some  of  our  top  political  and  intellectual  leaders 
proudly  proclaim  their  hatred  of  mathematics.  But  these 
same  people  will  expound  at  great  length  on,  say,  their 
current  concern  over  the  federal  deficit  without  even 
the  vaguest  comprehension  of  the  scales  involved. 

People  should  have  a “visceral  reaction”  to  the 
difference  between  a million,  a billion  and  a trillion, 
he  writes.  And  yet  how  many  Americans  really  un- 
derstand what  is  a million,  or  that  a billion  is  a 1000 
millions,  or  that  a trillion  is  a 1000  billions? 

To  illustrate  how  this  basic  and  widespread  igno- 
rance can  seriously  undermine  any  informed  public 
discussion  of  the  present  predicament  of  the  United 
States,  Professor  Paulos  offers  a way  of  visualizing 
the  real  impact  of  the  numbers  tossed  around  almost 
daily  by  people,  including  national  leaders,  who  haven’t 
the  foggiest  notion  of  the  magnitudes  involved. 

Think  of  these  numbers  as  seconds,  Professor  Paulos 
suggests,  the  better  to  grasp  the  enormity  of  the  sub- 
ject. One  million  seconds  will  tick  by  in  less  than  12 
days,  while  a billion  seconds  would  require  approxi- 
mately 32  years.  A trillion  seconds  would  require 
32,000  years. 

If  the  present  accumulated  national  debt  is  $2  tril- 
lion, what  that  means  is  that  if  these  dollars  were 
seconds  they  represent  64,000  years.  Makes  your  knees 
buckle,  doesn’t  it? 

Professor  Paulos  cites  many  other  examples  in  an 
article  in  The  New  York  Times  Book  Review  (extracted, 
I gather,  from  his  forthcoming  book,  Innumeracy: 
Mathematical  Illiteracy  and  Its  Consequences.)  When 
a terrorist  attacks  air  passengers,  many  Americans  can- 
cel trips  because  of  the  perceived  great  danger.  And 
yet  they  wink  at  far  greater  dangers.  Using  1985  fig- 
ures of  Americans  killed  by  terrorists  out  of  the  28 
million  who  traveled  abroad.  Professor  Paulos  notes 
that  those  who  canceled  their  trips  were  25  times  as 
likely  to  choke  to  death,  300  times  as  likely  to  die  in 
a car  crash  and  nearly  2,000  times  as  likely  to  die  from 
the  effects  of  smoking. 

Take  the  last  risk.  In  1985  a smoker  faced  one  chance 
in  800  of  dying  from  his  addiction.  When  he  canceled 
his  planned  trip  out  of  fear  for  his  life,  he  was  doing 
so  out  of  ignorance  that  for  flying  to  be  as  dangerous 
as  the  cigarette  in  his  mouth  it  would  be  statistically 
necessary  for  the  equivalent  of  three  fully  loaded  jumbo 
jets  to  crash  each  and  every  day  of  the  year. 

Or  take  another  homey  example  of  how  Americans 
are  unduly  impressed  by  coincidences  that  lead  to  cre- 
dulity in  such  truly  harmful  indulgences  as  quack  med- 
icine and  quack  social  theories.  Coincidences  are  far 
more  common  than  Americans  could  hope  to  under- 
stand, Professor  Paulos  says.  Example,  two  people 
from  different  parts  of  the  country  are  seated  next  to 
each  other  on  a plane. 


According  to  elementary  probability,  there  is  one 
chance  in  100  that  they  share  an  acquaintance,  and  far 
more  likely  they  know  people  who  know  each  other. 
If  they  happen  to  discover  these  connections,  they  find 
it  amazing,  beyond  belief.  “Truly  amazing,”  Profes- 
sor Paulos  dryly  comments,  “would  be  the  complete 
absence  of  all  such  amazing  coincidences.” 

Transfer  these  coincidences  to  astrology  and  pseu- 
doscience of  all  kinds,  and  it  is  easy  to  see  how  math- 
ematically illiterate  Americans  are  easy  marks  for  a 
seeming  endless  profusion  of  rip-offs  and  scams. 
Worse,  Americans  take  deep  pride  in  being  mathe- 
matically ignorant,  a phenomenon  that  bothers  Pro- 
fessor Paulos  even  more  than  innumeracy  itself  does: 

“The  most  obvious  causes  of  innumeracy  are  poor 
education  and  ‘math  anxiety,’  but  the  deeper  sources 
are  prevailing  cultural  attitudes,  particularly  miscon- 
ceptions about  the  nature  of  mathematics.  These  at- 
titudes and  misconceptions  lead  to  an  intellectual  en- 
vironment and  welcomes,  and  even  encourages, 
inadequate  mathematical  education  and  pride  in  ig- 
norance (‘I  hate  math.’  ‘Hah.  Math  was  my  worst 
subject’);  they  also  lead,  at  least  in  part,  to  anxiety 
when  quantitative  thinking  is  required.” 

Americans,  Professor  Paulos  said,  appear  to  feel  that 
mathematics  is  a low-brow  subject  for  unimaginative 
technicians  and  nerds,  that  mathematics  stands  as  a 
barrier  between  the  superior  person  and  the  immense 
pleasures  of  unspoiled  nature  and  human  contact,  which 
would  be  spoiled  by  “the  distorting  aid  of  any  inter- 
vening formalisms.” 

In  the  last  century,  he  notes,  the  militant  mathe- 
matical illiteracy  of  Americans  led  to  widespread  belief 
in  phrenology,  homeopathy  and  hydropathy.” 

In  the  closing  years  of  this  century,  could  it  be  that 
our  appalling  national  debt,  the  awesome  trade  deficit, 
and  the  precipitous  decline  of  our  once  seemingly  un- 
challenged industrial  might  owe  more  than  a little  to 
our  being  a nation  of  innumerates,  who  proudly  pro- 
claim how  ignorant  we  are  of  basic  language  of  modem 
technology  and  commerce? 

And  might  not  this  same  innumeracy  account  for 
the  rising  anger  of  Americans  to  health  care  costs,  and 
for  the  popularity  of  the  belief  that  the  government 
could  take  over  the  whole  system  at  very  little  burden 
to  taxpayers?  0 
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Best  time  to  call; 
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“The  Year  of  the  Physician” 


This  year  has  been  described  as  “the  Year  of  the 
Physician.”  Let’s  examine  what  this  may  include. 
As  usual  most  of  the  emphasis  is  on  the  socio-eco- 
nomic area,  the  cost  of  medicine. 

At  the  federal  level,  the  most  important  event  since 
Medicare,  from  a physician’s  perspective,  is  due  to 
take  place.  The  Physician  Payment  Review  Commis- 
sion (PPRC)  issues  its  interim  report  to  Congress  near 
the  end  of  March  or  early  April  and  is  scheduled  to 
make  its  final  recommendations  in  the  early  fall. 

Congress  is  scheduled  to  act  on  physician  payment 
reform  shortly  after  Jan.  1 , 1990,  but  many  are  betting 
that  the  timetable  will  be  moved  up  and  something 
will  happen  this  fall. 

The  Physician  Payment  Review  Commission  is 
composed  of  13  individuals:  6 physicians,  7 lay  per- 
sons. They  are  known  to  be  studying  a resource-based 
relative  value  schedule  and  will  probably  recommend 
one  in  their  interim  report.  (This  may  have  taken  place 
by  the  time  you  read  this.) 

They  are  also  looking  at  other  alternatives  to  the 
Medicare  cost  problem,  including  expenditure  caps  — 
regional  expenditure  levels  which,  when  exhausted, 
would  require  free  care  to  be  given  for  the  remainder 
of  the  year. 

Certainly  the  RBRVS  is  a step  forward  if  it  will 
place  the  physician  in  a rational  position  to  argue  the 
worth  of  his  efforts.  But  since  the  preliminary  Hsaio 
study  has  identified  procedures  which  are  reimbursed 
out  of  proportion  to  the  resources  expended,  there  is 
a great  feeling  that  the  first  use  of  the  schedule  will 
be  simply  to  reduce  payment  for  these  procedures  with- 
out any  corresponding  reallocation  of  funds  to  those 
who  have  been  identified  as  being  reimbursed  at  a level 
not  consistent  with  their  efforts. 


Put  this  against  a background  of  growing  concern 
over  the  federal  deficit.  President  Bush’s  pledge  not 
to  raise  taxes,  and  his  stated  aim  of  reducing  Medicare 
payments  by  5 billion  dollars  (of  which  one  and  a half 
to  two  billion  will  come  out  of  physician  reimburse- 
ment) and  the  Federal  scene  certainly  looks  very,  very 
interesting  and  not  exactly  exhilarating. 

Here  in  the  state,  the  situation  is  no  less  challenging. 
Reliable  sources  indicate  that  AEA  is  considering  en- 
tering the  cost  containment  arena  through  the  legis- 
lative process.  For  years  they  have  refrained  from  in- 
volving themselves  in  medical  matters  but  they  now 
contend  that  cost  of  health  care  for  the  teachers  has 
simply  become  too  great  for  them  to  continue  this 
stance. 

Several  groups  of  allied  health  professionals,  nurses, 
occupational  therapists,  and  physical  therapists  will 
introduce  legislation  to  secure  independent  practice. 
The  nurses’  bill  will  probably  again  contain  mandated 
benefits  for  nursing,  a luxury  not  currently  available 
to  physicians. 

Optometrists  will  also  be  active  again.  We  hear  their 
national  association  has  committed  a million  dollars 
to  secure  passage  of  the  optometry  bill  which  would 
legalize  their  prescribing. 

All  in  all,  a very  interesting  year  is  shaping  up.  So 
what’s  the  game  plan?  What  are  we  going  to  do? 

First,  we  must  look  at  each  of  these  items  from  the 
perspective  of  its  effect  upon  our  patients.  That  must 
be  our  overriding  concern.  We  say  that  we  wish  to  be 
their  advocates;  this  year  we  will  get  our  opportunity. 

We  must  start  with  patient  education.  Patients  must 
be  made  to  understand  what  the  changes,  particularly 
tho.se  in  the  Medicare  program,  mean  to  them.  The 
Federal  government  (Congress)  should  either  honor  its 
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commitment  to  our  senior  citizens  or  face  up  to  the 
unpleasant  task  of  admitting  that  it  cannot  do  so. 

We  must  facilitate  that  process  by,  first,  having 
reasonable  expectations  of  rewards  for  service  ren- 
dered; and,  second,  showing  no  temerity  in  defending 
those  rewards  to  either  the  patients  or  the  government. 

As  1 mentioned  in  a previous  column,  we  must  in- 
corporate the  patients  into  our  dealings  with  those  who 
control  the  finances.  The  time  has  come  to  get  on  with 
that  task. 

The  second  thing  we  must  do  is  get  together,  we 
must  become  united.  Of  course  the  times  are  turbulent. 
Never  have  there  been  so  many  conflicting  forces  in 
effect.  The  opportunities  to  disagree  are  more  numer- 
ous than  ever.  We  are  under  stress  and  a certain  amount 
of  relief  comes  from  lambasting  the  other  fellow.  I 
have  made  remarks  which,  although  true,  have  been 
intemperate.  And  I am  sure  each  of  you  has  too.  Those 
actions  only  help  our  opponents  and  hurt  our  common 
cause. 

Now  I am  not  saying  that  debate  is  bad.  On  the 
contrary,  disagreement  is  often  essential  to  consensus 
and  to  progress.  What  I am  saying  is  that  we  must 
stop  and  realize  the  meaning  of  our  actions  in  the  larger 
context  of  the  long-term  effect  on  all  of  us  rather  than 
considering  them  only  for  the  short-term  situation  pe- 
culiar to  some  present  predicament. 


Just  What  the  Doctor  Ordered 


IVS 


IV  SERVICES 


IV  Nutrition  Therapy  (TPN)  - IV  Antibiotic  Therapy 
IV  & Epidural  Analgesia  Therapy 
Enteral  Tube  Feedings  - Home  Infant  Photo  Therapy 
Home  IV  Therapy  by  Qualified  Staff 
Family/Patient  Instruction  and  Training 
All  Required  Supplies  - 24  Hour  Emergency  Service 
Home  Health  Agency  Referral 
Direct  Third  Party  Billing 


Corporate  Headquarters  842  Peachtree  St , Prattville,  AL  36067 
(205)361-1370  Answering  Service  (205)293-0934 


The  third  thing  we  must  be  willing  to  do  is  to  expend 
some  of  our  resources  to  protect  our  future.  Every  good 
business  holds  back  some  of  its  profits  to  try  to  guar- 
antee future  success.  Medicine  has  been  unique  in  that 
it  has  enjoyed  immense  success  without  adherence  to 
this  basic  principle.  Probably  that’s  related  to  the  basic 
American  premises  of  “do  everything  that  needs  to  be 
done.’’ 

Now  we  can  deliver  more  health  care  than  can  be 
paid  for  and  the  cry  is  changing,  as  indicated  above. 

The  arena  for  change  this  year  appears  to  be  the 
legislative  one.  As  you  know,  the  legislative  process 
involves  a game  of  politics  which  is  often  played  on 
unstable  ground.  Influence  in  this  arena  occurs  not 
only  from  the  validity  of  one’s  position  but  also  from 
campaign  contributions.  I do  not  defend  the  latter,  that 
is  simply  the  way  it  is. 

As  tired  and  disenchanted  as  we  often  become  with 
this  game,  we  have  no  choice  but  to  continue  to  be 
players.  Our  previous  success  in  this  arena  is  by  no 
means  a projection  of  the  future.  Instead,  our  future 
will  be  determined  by  the  commitment  of  time  and 
money  from  each  of  us.  We  must  band  together  and 
master  the  political  process  rather  than  allow  the  op- 
posite to  happen.  This  seems  more  critical  this  year 
than  in  any  year  in  recent  memory,  excepting  the  era 
of  tort  reform.  It’s  actually  an  investment  in  your  fu- 
ture. Wouldn’t  it  be  a shame  to  lose  that  future  because 
you  were  unwilling  to  pool  resources  for  the  common 
good? 

Lastly,  we  must  sustain  a positive,  determined  at- 
titude. We  have  nothing  to  be  ashamed  of.  We  have 
done  our  best  to  serve  our  patients  in  a system  that 
was  not  created  by  us.  We  will  continue  to  do  this 
regardless  of  how  the  system  is  changed.  We  are  doc- 
tors; we  exist  to  serve  others;  we  can  take  justifiable 
pride  in  our  mission  and  our  activities. 

But  we  can  and  must  be  just  as  tough  as  our  op- 
ponents. We  will  be  calling  on  you  this  year,  I know 
you  will  be  there. 

“The  year  of  the  physician’’  is  bringing  challenges, 
but  challenges  bring  opportunities,  and  success 
achieved  in  times  of  adversity  is  so  sweet.  0 
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Abstract 

In  a multicenter  study  of  128  patients  treated 
with  ciprofloxacin  (mean  daily  dosage,  982  mg 
per  day;  mean  duration  of  treatment,  8.9  days) 
for  a variety  of  infections,  48  were  microbio- 
logically  proven.  Of  these,  bacteriologic  cure 
and/or  improvement  resulted  in  93%  of  cases. 
For  all  128  infections  clinical  cure  and/or  im- 
provement resulted  in  93.8%  of  cases.  Twenty- 
nine  (23.8%)  of  all  infections  were  classified 
as  chronic.  Overall,  there  were  3/128  (2.3%) 
adverse  reactions  (ADRs);  one  case  each  of 
diarrhea,  malaise,  and  nausea/vomiting.  None 
were  related  deflnitely  to  ciprofloxacin  ther- 
apy. Therapy  with  ciprofloxacin  was  discon- 
tinued in  two  (1.6%)  of  128  patients  because 
of  adverse  gastrointestinal  (GI)  effects.  One 
patient  elected  to  continue  ciprofloxacin  ther- 
apy despite  mild  GI  side  effects. 


* Family  Practice  Physician,  Winegrand  Hospital,  Geneva,  AL. 
Mailing  Address:  Box  877,  Geneva,  AL  36340  (205)  684-3643. 
Data  contributed  by  R,  W.  Tack,  M.D. 


Introduction 

Ciprofloxacin  (CIPRO®)  is  a newly  approved  (1987) 
antimicrobial  which  demonstrated  high  activity 
in  vitro  against  gram-negative  and  gram-positive  aero- 
bic pathogens.'  - ^ It  has  excellent  in  vitro  activity  against 
Enterobacteriaceae  species,  Pseudomonas  aeruginosa, 
Haemophilus  and  Neisseria  species.^  Orally  adminis- 
tered, ciprofloxacin  exhibits  therapeutically  achievable 
Minimal  Inhibitory  Concentrations  (MICs)  against 
methicillin-resistant  Staphylococcus  aureus  and  is  the 
most  potent  oral  antimicrobial  available  for  use  against 
this  pathogen. “ Therefore,  ciprofloxacin  has  been  re- 
garded as  an  excellent  oral  alternative  to  injectable 
antibiotics. 

Most  of  the  literature  reports  double-blind,  con- 
trolled comparative  trials  intended  for  submission  to 
the  FDA  for  marketing  approval.  However,  these  stud- 
ies contain  extremely  restrictive  inclusion  and  exclu- 
sion criteria  and  may  or  may  not  be  related  to  how  the 
product  would  perform  in  the  day  to  day  practice  of 
medicine.  Thus,  an  evaluation  of  the  efficacy  and  safety 
of  ciprofloxacin  in  day-to-day  medical  practice  was 
performed.  In  the  following,  data  from  an  open  clinical 
multicenter  study  performed  in  the  state  of  Alabama 
is  reported. 
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Patients  and  Methods 


Results 


j Guidelines  for  patients  admitted  into  the  study  were 
! established  by  a standardized  protocol.  Data  was  col- 
lected on  brief,  two-page  Clinical  Evaluation  Forms 
(CEFs)  completed  by  the  investigators.  Subsequently, 
the  CEFs  were  retrieved  and  analyzed  by  Oxford  Health 
Care,  Inc.,  Clifton,  New  Jersey.  Each  physician  in- 
vestigator categorized  all  patients’  infections  as  either 
lower  respiratory  tract,  soft  tissue,  skin  and  skin  struc- 
ture, or  other.  Ten  investigators  from  Alabama  entered 
128  patients  into  the  study.  Only  those  patients  who 
received  ciprofloxacin  alone  as  antimicrobial  therapy 
were  evaluated. 

Several  criteria  determined  patient  selection.  Inclu- 
sions: male  and  female  inpatients  or  outpatients  over 
18  years  of  age  who  exhibited  clinical  evidence  of 
lower  respiratory  tract  infection,  skin  and  skin  struc- 
ture infection,  or  soft  tissue  infection.  Exclusions:  fe- 
males who  were  pregnant,  nursing,  or  not  practicing 
contraception;  patients  with  known  or  suspected  al- 
lergy to  quinolone  antibiotics  or  with  known  moder- 
ately to  severely  impaired  renal  function;  those  dis- 
playing clinical  evidence  of  hepatic  disease  or  requiring 
other  concomitant  antimicrobial  therapy;  and  patients 
with  known  clinically  impaired  immunological  func- 
I tion . 

, Physicians  were  asked  to  record  adverse  reactions, 
ill  their  duration  and  intensity,  and  the  action  taken  in 
ity  regard  to  medication  adjustment  or  outcome.  Any  se- 
ra- rious  or  unexpected  reaction  was  to  be  reported  within 
nsl  72  hours  to  Miles  Inc.  The  investigators  were  to  use 
sa,  their  judgment  regarding  patient  response  to  therapy 
lis-  and  to  adjust  antimicrobial  medication  if  response  was 
ble  determined  inadequate.  Patients  were  allowed  to  re- 
nsl  ceive  any  other  medication  deemed  necessary  by  the 
ihe  physician.  The  package  insert  acted  as  the  guideline 
nsl  for  prescribing  information, 
re- 
ble 

Bacteriology 

jn-  Specimens  were  collected,  when  available,  from  sites 
to  of  susp)ected  infection  prior  to  the  administration  of 
jd-  ciprofloxacin.  Physicians  were  also  asked  to  obtain  a 
lu-  culture  at  the  end  of  ciprofloxacin  therapy  if  culturable 
the  material  was  available.  Sensitivity  analysis  was  per- 
of  formed  using  ciprofloxacin  disks  provided  by  Miles 
et\  Inc.  For  patients  with  respiratory  tract  infections,  spu- 
m turn  was  processed  for  gram  stain  and  culture  whenever 
cal  possible.  However,  many  lower  respiratory  tract  in- 
ina  fections  and  closed  wound  infections  precluded  col- 
lection of  a culture  specimen. 


A biostatistician  at  Oxford  Health  Care,  Inc.,  su- 
pervised data  processing.  The  statistics  generated  were 
descriptive  in  nature,  tabulated  exactly  from  the  CEE. 
Complete  as  well  as  incomplete  CEFs  were  included 
in  the  results,  regardless  of  whether  the  physician  fol- 
lowed every  protocol  parameter.  All  patients  were  in- 
cluded in  the  analysis  of  clinical  efficacy,  however, 
only  those  patients  who  had  a positive  culture  with  an 
identified  organism  were  included  in  the  evaluation  of 
bacteriologic  efficacy.  No  patient  who  received  any 
type  of  anti-infective  medication  concomitantly  with 
ciprofloxacin  was  evaluable  for  either  safety  or  effi- 
cacy. All  128  patients,  with  the  exclusion  of  those 
who  received  a concomitant  antimicrobial,  were  in- 
cluded in  the  analysis  of  tolerance  to  the  drug  and  of 
adverse  effects  of  treatment.  The  data  indicated  that 
no  patient  received  a concomitant  antimicrobial  during 
this  study.  Skewed  data  were  eliminated  when  nec- 
essary. 

A total  of  128  patients  (63  men  and  63  women 
reported)  aged  11  to  88  years  (mean  age  51.7  years) 
received  0 to  2250  mg  of  ciprofloxacin  per  day  (mean 
dosage  982  mg  per  day)  for  0 to  21  days  (mean  du- 
ration, 8.9  days). 

The  spectrum  of  infections  treated  comprises  a va- 
riety that  would  be  expected  in  a multicenter  trial  with 
ten  participating  physicians  from  across  the  state.  Of 
note,  the  majority  of  patients  treated,  99.2%,  were 
outpatients;  hospitalized  patients  accounted  for  only 
0.8%  treated.  Seven  patients  were  continuing  cipro- 
floxacin therapy  at  the  time  of  evaluation. 

Patients  were  evaluated  for  both  clinical  and  bac- 
teriologic efficacy.  All  patients  who  received  one  dose 
of  ciprofloxacin  were  considered  for  the  evaluation  of 
the  clinical  efficacy  of  therapy,  regardless  of  whether 
a culture  was  obtainable.  Physicians  were  asked  to  rate 
the  final  clinical  outcome  of  the  infection  by  indicating 
cure,  improvement  or  failure.  Final  clinical  outcome 
of  therapy  with  ciprofloxacin  for  each  diagnostic  cat- 
egory is  summarized  in  table  1 . Clinical  cure  was 
achieved  in  55.7%,  improvement  in  38.1%  of  cases. 
Overall  clinical  cure  plus  improvement  equaled  93.8% 
of  treated  infections.  Only  seven  patients  (6.2%)  had 
outcomes  considered  clinical  failures  by  the  treating 
physician. 

Patients  who  had  an  initial  culture  that  identified  a 
pathogen  were  included  in  the  analysis  of  bacteriologic 
efficacy.  Cultures  were  obtained  in  72  patients  ini- 
tially. Of  these,  in  48  cases  the  bacteria  cultured  was 
specified.  Negative  cultures  and  cultures  indicating 
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TABLE  1 

Final  Clinical  Outcome  Classiried  by  Location  of  Infection* 

% of  total  (No.  of  pts.) 

Cure 

Improvement 

Failure 

Cure  & 

Improvement 

Lower  respiratory  tract 

56.5%  (26) 

39.1  %(18) 

4.3%  (2) 

95.6% 

Soft  tissue 

46,7%(7) 

46.7%  (7) 

6.7%(1) 

93.4% 

Skin/skin  structure 

76. 9%  (20) 

23.1%  (6) 

0%(0) 

100% 

Urinary  tract 

0%(0) 

66.6%(2) 

33%(1) 

66.6% 

Other 

43.5%(10) 

43.5%  (10) 

13%  (3) 

87.0% 

Total 

55.7% 

38.1% 

6.2% 

93.8% 

*Data  unavailable  for  15  patients. 


normal  flora  were  not  evaluable.  Within  these  param- 
eters, for  48  of  128  patients  the  infection  was  micro- 
biologically  proven.  Of  the  evaluable  patients,  bac- 
teriologic  cure  equaled  62.8%,  while  improvement 
comprised  30.2%.  Cure  plus  improvement  was  93%. 
Failure  was  reported  in  only  7%  of  cases.  Interestingly, 
bacteriologic  outcome  was  equal  to  or  better  than  the 
clinical  outcome. 

In  the  48  positive  cultures  52  organisms  were  iden- 
tified. These  52  organisms  were  distributed  across  the 
diagnostic  categories  in  the  following  manner:  the  ma- 
jority of  infections  were  classified  as  skin  and  skin 
structure  (32.7%),  followed  by  lower  respiratory  tract 
(26.9%),  soft  tissue  (21.1%),  urinary  tract  (5.8%)  and 
other  (13.5%).  Though  urinary  tract  infection  was  not 
a category  on  the  CEF,  it  was  statistically  separated 
for  discussion  and  analysis.  The  six  most  frequently 
reported  pathogens  and  the  bacteriologic  outcome  are 
summarized  in  table  2. 

For  the  entire  128  subjects,  29  (23.8%)  of  the  in- 
fections were  considered  chronic.  Both  the  final  clin- 
ical and  bacteriologic  outcome  was  indicated  for  the 
chronic  infections.  For  15  patients  information  was 
available  as  to  the  final  clinical  outcome.  Five  patients 
were  cured  (33.3%),  eight  patients  improved  (53.3%), 
and  two  patients  were  considered  clinical  failures 
(13.3%).  For  14  patients  information  was  available  as 
to  bacteriologic  outcome.  Five  patients  were  cured 
(35.7%),  seven  patients  improved  (50%),  and  two  pa- 
tients were  considered  bacteriologic  failures  (14.3%). 

Adverse  Reactions 

All  128  patients  treated  with  ciprofloxacin  were  in- 
cluded in  the  evaluation  of  tolerance  and  adverse  ef- 
fects related  to  therapy.  Of  the  128  patients  125  re- 
ported no  side  effects  (97.6%).  Three  reports  of  ADRs 
were  observed;  one  case  each  of  diarrhea,  malaise. 


and  nausea/ vomiting.  Gastrointestinal  (GI)  symptoms 
comprised  two  out  of  three  ADRs.  No  headaches  or 
rashes  were  reported.  None  of  the  ADRs  were  con- 
sidered definitely  drug  related.  Ciprofloxacin  therapy 
was  maintained  in  one  case  despite  side  effects.  Only 
in  two  patients  (1.6%)  was  therapy  discontinued  be- 
cause of  adverse  reactions;  one  patient  had  malaise, 
the  other  had  nausea/vomiting. 

Abnormal  laboratory  findings  were  reported  for  13 
patients;  however,  in  two  cases  information  was  un- 
available as  to  the  specific  test  or  its  finding.  Fur- 
thermore, the  remaining  11  abnormal  laboratory  re- 
ports were  not  related  to  administration  of  ciprofloxacin. 
For  example,  reports  of  a chest  x-ray  confirming  pneu- 
monia and  increased  WBCs  were  listed  as  abnormal 
laboratory  results.  These  findings  were  not  indicative 
of  adverse  effects  stemming  from  the  use  of  cipro- 
floxacin. No  reports  of  crystalluria  were  found. 

Discussion 

A relatively  new  class  of  antimicrobials,  the  fluor- 
oquinolones, has  emerged  as  a powerful  new  resource 
for  physicians  to  treat  a broad  spectrum  of  infections. 
Ciprofloxacin  is  a potent  member  of  this  drug  classi- 
fication. 

Analysis  of  this  multicenter  study  indicates  that  there 
is  a good  correspondence  between  the  in  vitro  activity 
of  ciprofloxacin  and  the  clinical  efficacy  of  treatment 
with  ciprofloxacin.  Clinical  cure  was  observed  in  55.7% 
of  all  infections.  Cure  plus  improvement  equaled  93.8% 
of  all  cases.  Though  the  clinical  cure  rate  was  55.7%, 
it  would  appear  that  the  cure  plus  improvement  figure, 
93.8%,  is  a more  accurate  representation  of  the  power 
of  ciprofloxacin.  In  larger  studies,  for  example  in  com- 
plicated urinary  tract  infections  studied  by  Thomas  C. 
Gasser,  M.D.  and  colleagues,  cure  rates  ranged  be- 
tween 84%  and  98%.^  In  the  present  study  the  small 
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TABLE  2 

Six  Most  Frequent  Pathogens  Identified  in  48  Evaluable  Cultures  and  Bacteriologic  Outcome 

Type  of  Organism 

No. 

Treated 

Unknown 

Cured 

Outcome 

Improved 

Failure 

Staphylococcus  aureus 

10 

1 

1 

1 

0 

E.  coli 

10 

1 

6 

2 

1 

Gram-negative  rods 

7 

0 

3 

4 

0 

Proteus  species 

6 

1 

4 

1 

0 

Pseudomonas  species 

5 

0 

2 

2 

1 

Staphylococcus  epidermidis 

5 

0 

5 

0 

0 

sample  size  (only  three  urinary  tract  infections)  is  most 
likely  the  reason  for  the  reported  skewed  improvement 
and  failure  rates  in  this  diagnostic  category.  As  a mat- 
ter of  fact,  the  profile  for  skin  and  skin  structure  in- 
fections (see  table  1)  parallel  most  closely  the  clinical 
and  bacteriologic  outcomes  found  in  other  studies  in 
the  medical  literature  (see  prior  references). 

Bacteriologic  efficacy  (cure  plus  improvement) 
equaled  93%),  while  clinical  efficacy  was  93.8%.  For 
chronic  infections  the  overall  bacteriologic  efficacy 
was  85.7%,  while  clinical  efficacy  was  86.6%.  Though 
not  quite  as  high  as  overall  efficacy,  the  cure  rates  for 
chronic  infections  were  still  impressive,  especially  since 
many  chronic  infections  are  multipathogenic. 

The  safety  of  ciprofloxacin  was  assessed  for  all  pa- 
tients. Overall,  therapy  with  ciprofloxacin  was  ex- 
tremely well  tolerated.  Adverse  experiences  were  in- 
frequent and  generally  mild.  Treatment  with 
ciprofloxacin  had  to  be  discontinued  for  only  two  pa- 
tients because  of  adverse  experiences. 

Furthermore,  physicians  reported  37  classifications 
of  medications  that  were  administered  concomitantly 
with  ciprofloxacin.  Hypoglycemics,  antihyperten- 
sives, theophylline,  and  diuretics  headed  the  list.  Still, 
adverse  reactions  were  minimal.  No  patients  were  re- 
ported to  have  had  an  allergic  reaction  to  ciprofloxacin, 
nor  were  any  incidents  of  theophylline  toxicity  re- 
ported. 

Conclusion 

The  isolation  of  etiologic  bacteria  is  difficult,  es- 
pecially in  infections  of  the  lower  respiratory  tract  and 
in  closed  wound  infections.  Clinical  results  reported 
here  include  cases  with  and  without  obtained  culture 
and  sensitivity  results.  Bacteriologic  efficacy  was  de- 
termined by  culture  and  sensitivity.  The  main  purpose 
of  the  study  was  to  gather  a large  amount  of  safety 


and  efficacy  data  on  ciprofloxacin,  after  its  FDA  ap- 
proval, as  used  in  a day  to  day  clinical  setting  in  order 
to  confirm  the  results  in  smaller,  more  restrictive  trials 
used  for  FDA  approval  of  the  product. 

The  present  clinical  experience  has  shown  that  a 
dosage  of  500-2000  mg  of  ciprofloxacin  therapy  per 
day  is  effective  in  a broad  spectrum  of  infections  in- 
cluding E.  coli.  Staphylococcus  aureus,  Proteus  spe- 
cies, Streptococcus  species.  Gram-negative  rods. 
Pseudomonas  species  and  Staphylococcus  epidermi- 
dis.  In  addition  to  an  overall  clinical  efficacy  (cure 
plus  improvement)  of  93.8%,  the  bacteriologic  effi- 
cacy in  48  patients  was  93%.  It  is  interesting  to  note 
that  the  clinical  and  bacteriologic  cure  rates  are  vir- 
tually identical.  As  stated  earlier,  the  small  sample 
size  for  urinary  tract  was  the  most  likely  reason  for 
the  skewed  cure  rates. 

Furthermore,  the  safety  of  ciprofloxacin  was  ex- 
cellent. Adverse  reactions  were  generally  mild,  gas- 
trointestinal in  nature  and  infrequent.  In  conclusion, 
it  appears  that  ciprofloxacin  offers  ease  of  administra- 
tion as  well  as  high  efficacy  and  safety  in  the  treatment 
of  a wide  variety  of  infections  that  might  well  have 
previously  required  parenteral  therapy  and/or  hospi- 
talization. 0 
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lOut  Of  Every  4 Medic  Computer  Systems 
Is  Bought  to  Replace  Another  System. 


Here’s  Why. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes.The  distributor  went  out  of 
business.The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through,with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  tocoast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay  f 
with,call  Medic.Specialists  in  computer 
systems  for  America’s  medical  community. 


Texas  ^ 
Instruments 
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j~Please  tell  me  how  Medic  Computer  Systems  can  help  my  practic^ 
Name  i 

1 Address  1 

City 

Statfi  Zip 

1 Phone ( 

1 Specialty 

) Number  nf  physicians  in  practice 

1_ 

Medic  Computer  Systems 

8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NO  27615 

2/89  AM  j 

medic 

computer  systems 


8601  Six  Forks  Road,  Suite  300,  Raieigh,  North  Carolina  27615, 919-847-8102, 1-800-334-8534.  Other  offices: 

Ann  Arbor,  Atlanta,  Austin,  Boston,  Chicago,  Cincinnati,  Dallas,  Denver,  Fort  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 


Medical  Manpower  in  Alabama: 
Shortage,  Sufficiency  or  Surfeit? 

Wilmer  J.  Coggins,  M.D.* 

Colleen  Beall,  M.S.W.* 


One  of  the  most  significant  landmarks  in  the  lit- 
erature on  physician  supply  occurred  when  the 
Graduate  Medical  Education  National  Advisory  Com- 
mittee (GMENAC)  report  predicted  the  imminent  sur- 
plus of  physicians  in  the  United  States  by  1990.'  Al- 
though the  validity  of  specific  projections  in  that  report 
have  occasionally  been  questioned,  there  has  been  little 
dispute  of  this  primary  conclusion,  until  recently.'^'' 

It  has  been  previously  established  that  the  existing 
supply  of  medical  doctors  is  not  evenly  distributed.^ 
There  are  numerous  geographic  variations  with  the 
South  being  less  well-served  than  other  regions  of  the 
country.*  Furthermore,  within  any  of  those  broad  re- 
gional designations,  there  are  areas,  particularly  rural 
ones,  which  do  not  have  a surfeit.  On  the  contrary, 
many  rural  areas  continue  to  be  designated  as  areas 
experiencing  medical  manpower  shortages.^ 

The  supply  and  distribution  of  physicians  in  the  state 
of  Alabama  has  been  previously  described."  According 
to  the  results  of  that  study,  there  existed  an  overall 
shortage  of  physicians,  particularly  primary  care  phy- 
sicians, in  the  state.  Furthermore,  primary  care  prac- 
titioners as  well  as  tertiary  care  specialists  were  con- 
centrated in  more  urban  areas  while  more  rural  counties 
were  underserved. 

The  present  study  is  an  examination  of  current  phy- 
sician supply  characteristics  in  Alabama.  It  involves 
an  inspection  of  changes  in  physician  supply  since 
1979  as  well  as  an  analysis  of  distribution  patterns,  in 
addition,  these  same  characteristics  are  described  for 
practitioners  of  primary  care  and  selected  specialties. 


• College  of  Community  Health  Sciences.  University  of  Alabama 
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analysis. 


Source  of  the  Data 

Physician  supply  numbers  have  been  furnished  by 
the  State  Health  Planning  Agency  for  Alabama 
(SHPDA).  Located  in  Montgomery,  this  agency  has 
been  mandated  with  the  collection  of  data  on  health 
manpower  resources  in  the  state.  Supply  figures  and 
specialty  designations  are  based  on  physician  report. 
Because  this  information  is  obtained  from  a form  that 
must  be  completed  for  annual  renewal  of  medical  li- 
censes, supply  figures  for  physicians  are  virtually  com- 
plete. Since  1982  all  medical  manpower  data  has  been 
reported  effective  the  first  of  January.  Inconsistencies 
for  prior  years  may  slightly  affect  calculations;  how- 
ever, any  discrepancies  caused  by  the  dates  of  these 
reports  are  small  and  do  not,  in  any  way,  influence 
the  conclusions  that  have  been  drawn. 

Population  numbers  for  Alabama  for  1980  are  de- 
rived from  the  U.S.  Census  for  that  year.  For  other 
years,  estimates  have  been  furnished  by  the  Center  for 
Business  and  Economic  Research  (CBER)  at  the  Uni- 
versity of  Alabama. 

A fairly  common  practice  when  comparing  medical 
manpower  numbers  is  to  adjust  those  numbers  to  re- 
flect full-time  equivalent  (FTE)  physicians.  Such  ad- 
justments typically  consider  that  neither  interns  and 
residents  nor  physician  faculty  in  medical  schools  spend 
as  much  time  in  direct  patient  care  as  do  most  other 
doctors.  While  this  practice  does  offer  a clearer  picture 
of  physician-to-population  ratios,  a decision  was  made 
not  to  employ  it  in  this  analysis. 

First,  it  would  be  difficult  to  obtain  accurate  counts 
of  faculty  physicians  for  earlier  years  examined.  Sec- 
ond, licensing  practices  for  interns  and  residents  are 
not  uniform  throughout  the  state.  Resulting  inconsist- 
encies in  the  data  would  make  it  difficult  to  directly 
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TABLE  1 

Alabama  Population  and  Physician  Distribution,  1979  and  1988 

1979 

1988 

Population 

Physicians 

Population! 

Physicians 

Population 

Physicians 

Population! 

Physicians 

“Big  Five”  Counties 

1,532,000 

2854 

537 

1,688,164 

3966 

426 

All  Other  Counties 

2,254,400 

1400 

1610 

2,507,417 

1878 

1335 

State  Total 

3,786,400 

4254 

890 

4,195,581 

5844 

718 

compare  the  contributions  to  patient  care  made  by  these 
practitioners  to  those  provided  by  active,  fully  licensed 
physicians.  As  a result  the  physician  numbers  used  in 
this  study  do  not  reflect  any  limited  licensed  physi- 
cians, and  medical  school  faculty  are  counted  as  if 
they  were  in  full-time  practice. 

For  purposes  of  comparison,  population  data  has 
been  grouped  into  only  two  designations:  rural  and 
urban.  To  some  extent  the  decision  to  group  the  five 
most  populous  counties  as  urban  is  an  arbitrary  one. 
Selection  was,  however,  based  upon  two  criteria:  (1) 
there  is  a substantial  difference  between  the  number 
of  physicians  in  Tuscaloosa  County  (269),  the  smallest 
of  the  “big  five,”  and  the  number  in  the  next  lower 
county,  Houston  (165);  and  (2)  while  there  is  a less 
substantial  difference  in  projected  populations  between 
Tuscaloosa  (144,756  in  1988)  and  Calhoun  (129,156), 
Tuscaloosa  County  is  the  site  of  a medical  school  pro- 
gram and  a major  referral  hospital,  both  of  which  con- 
tribute to  a more  specialty-oriented  medical  commu- 
nity than  is  found  in  other  Alabama  communities  of 
similar  size.  In  this  study  the  “big  five”  most  densely 
populated  counties,  Jefferson,  Mobile,  Montgomery, 
Madison  and  Tuscaloosa,  will  be  contrasted  to  the 
remaining  counties  in  the  state. 

Findings 

The  latest  data  available  for  the  state,  as  displayed 
in  Table  1,  indicates  that  there  was  a total  of  5,844 
active  physicians  in  the  state  at  the  beginning  of  1988. 


Year 

Figure  I . Physician-to-Population  Ratios  in  “Big  Five"  Coun- 
ties and  All  Other  Counties,  1979-1988. 


These  physicians  served  a population  of  4,195,581 
persons.  This  represented  a physician-to-population  ra- 
tio of  1:718  as  compared  to  GMENAC  recommen- 
dations, based  on  patient  loads  and  hours  worked,  of 
1:524. 

While  these  ratios  have  improved  over  the  past  ten 
years,  it  is  apparent  that  Alabama  as  a whole  continues 
to  be  underserved.  Each  physician  in  the  state  must 
serve,  on  average,  37%  more  patients  than  the  figure 
determined  as  optimal,  assuming  utilization  rates  equal 
to  the  national  average. 

Even  this  picture,  however,  is  misleading  because 
those  physicians  are  not  distributed  evenly  across  the 
state.  If  the  counties  containing  the  five  largest  cities, 
the  “big  five,”  are  examined  separately  from  the  re- 
mainder of  the  state,  a far  different  picture  emerges. 

Those  five  counties  contain  67.9  percent  (3,966)  of 
all  the  physicians  in  the  state.  This  percentage  is  dis- 
proportionate since  populations  of  the  “big  five”  con- 
stitute only  about  40%  of  the  total  population  of  the 
state.  In  those  five  counties,  the  physician  to  popu- 
lation ratio  is  1:426,  or  well  under  the  ratio  recom- 
mended by  GMENAC. 

The  ratio  of  physicians-to-population  in  Jefferson 
County,  the  site  of  the  largest  medical  school  in  the 
state,  provides  an  example  of  the  relatively  small  im- 
pact of  discounting  full-time  faculty  physicians  at  0.5 
F.T.E.  Such  revisions  to  the  calculations  to  consider 
the  484  full-time  faculty  members  increases  the  phy- 
sician-to-population  ratio  for  the  county  from  1:320  to 
1:360. 

The  revised  computation  still  exceeds  the  GMENAC 
recommendation.  While  such  calculations  indicate  that 
the  five  largest  counties  may  be  adequately  served,  an 
important  consequence  is  that  the  remaining  counties 
are  even  more  poorly  served  with  a ratio  of  1:1335, 
more  than  250%  of  the  GMENAC  recommendation. 

When  viewing  changes  in  medical  manpower  supply 
from  1979  until  the  present  (01/01/88),  Alabama  has 
experienced  a net  increase  of  1,590  physicians.  Of 
these,  1,112  (69.9%)  have  entered  practice  in  one  of 
the  “big  five”  metropolitan  areas.  This  percentage, 
which  is  approximately  equivalent  to  the  overall  phy- 
sician distribution  pattern,  has  done  nothing  to  alle- 
viate physician  shortages  in  rural  areas  of  the  state. 
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To  be  sure,  these  data  are  somewhat  unrepresen- 
tative; there  is  no  need  for  equal  proportions  of  all 
medical  specialties  to  locate  in  all  areas.  It  is  not  only 
practical,  but  also  imperative,  for  certain  specialists  to 
locate  in  areas  where  there  are  appropriate  technical 
and  personnel  resources.  Such  resources  are  typically 
located  in  metropolitan  areas  — often  near  medical 
schools.  The  facilities  housing  these  resources  often 
serve  as  tertiary  care  medical  centers  for  patients  re- 
ferred from  a much  broader  geographical  area. 

The  greatest  needs  in  rural  areas  are  at  the  stages 
of  initial  contact  between  patient  and  physician  and  of 
continuing  patient  care.  Generally  termed  primary  care, 
this  care  is  provided  by  a variety  of  physicians;  how- 
ever the  vast  majority  of  such  care  is  furnished  by 
general  or  family  practitioners,  internists,  pediatricians 
and  obstetrician/gynecologists. 

Despite  past  disagreements  over  the  designation  of 
obstetrician/gynecologists  as  primary  care  practition- 
ers, the  American  Medical  Association  practice  of  in- 
cluding them  in  the  primary  care  designation  has  been 
followed  in  this  study.  This  decision  was  predicated 
on  practical  considerations  as  well  as  emerging  con- 
sensus. Obstetrician/gynecologists  are  often  the  first 
medical  contact  for  pregnant  women  and  may  provide 
ongoing  physician  contact  for  many  women  who  ob- 
tain their  only  routine  health  assessments  from  their 
gynecologists. 

Figure  1 shows  that,  despite  reductions  in  the  num- 
bers of  people  served  by  physicians  in  all  parts  of  the 
state  over  the  past  10  years,  the  gap  between  physician 
availability  in  urban  and  rural  areas  remains. 

There  have  been  substantial  increases  in  the  number 
of  primary  care  physicians,  especially  internists,  the 
numbers  of  whom  have  increased  from  635  in  July 
1979  to  931  in  January  1988,  an  increase  of  296  doc- 
tors, or  approximately  46.6  percent.  Of  the  internists 
establishing  Alabama  practices  during  that  period, 
63.5%  located  in  the  “big  five”  metropolitan  areas. 

Although  this  percentage  is  substantially  lower  than 
the  76.9%  of  internists  in  these  counties  at  the  begin- 
ning of  the  period,  a clear  trend  continues  to  be  ap- 
parent for  a majority  of  these  practitioners  to  locate  in 
areas  with  greater  population  density. 

TABLE  2 

Alabama  Physician  Supply  for  Selected  Primary  Care 
Specialties,  1979-1988 


“Big  Five”  Counties  Other  Counties 


Physicians 

1979 

I98S 

% 

Change 

1979 

I98H 

% 

Change 

Internists 

488 

676 

38.5% 

147 

255 

73.5% 

(iP/FPs 

365 

468 

28.2% 

479 

579 

20.8% 

Pediatrics 

219 

302 

37.9% 

82 

105 

28.0% 

OB/GYN 

228 

216 

-5.3% 

88 

101 

14.8% 

Some  caution  may  be  advised  in  interpreting  the 
numbers  of  internists.  Although  these  physicians  are 
self-identified  internists,  an  unknown  number  of  them 
practice  one  of  the  internal  medicine  subspecialties. 
The  numbers  and  distribution  of  primary  care  spe- 
cialists in  the  state  are  shown  in  Table  2. 

Pediatricians,  too,  have  increased  their  numbers  from 
301  in  1979  to  407  in  January  1988,  a 35.2%  increase 
overall  in  this  specialty.  Among  new  Alabama  pedia- 
tricians 1979  to  present,  78.3%  established  urban  prac- 
tices in  one  of  the  five  most  populous  counties.  The 
net  result  has  been  a slight  widening  of  the  physician- 
to-population  ratio  gap  between  urban  and  rural  areas. 

The  growth  in  other  primary  care  specialties  has 
been  less  dramatic.  While  the  total  number  of  general/ 
family  practitioners  has  increased  by  24.1  percent  be- 
tween 1979  and  the  present,  the  supply  curve  has  re- 
mained rather  level  during  the  past  four  years.  A lev- 
eling of  distribution  is  also  apparent.  General/family 
practitioners  are  the  one  primary  care  group  which  is 
located  with  greater  frequency  in  rural  counties. 

Although  this  trend  has  remained  stable,  there  has 
been  no  increase  in  the  percentages  of  these  specialists 
joining  or  establishing  rural  practices.  As  a result,  the 
percentage  of  family  practitioners  in  rural  practice  is 
much  lower  than  the  percentage  of  total  population  in 
rural  residences.  Furthermore,  neither  the  predomi- 
nance of  family  practitioners  in  rural  areas  nor  their 
total  numbers  is  sufficient  to  eliminate  the  overall  pri- 
mary care  supply  gap  in  rural  counties. 

The  final  group  of  primary  health  care  practitioners 
are  the  obstetrician/gynecologists.  Among  this  group 
there  has  been  virtually  no  change  since  1979.  (The 
actual  increase  of  <1%  has  not  kept  pace  with  pop- 
ulation increases  during  the  period.)  A slight  redistri- 
bution of  OB/GYNs  may  be  occurring  since  4.1  per- 
cent fewer  are  practicing  in  urban  areas.  At  this  time 
overall  growth  is  so  negligible  and  the  preponderance 
of  OB/GYNs  in  urban  practices  so  great  that  the  impact 
of  any  redistribution  is  years  away.  Figure  2 demon- 
strates this  graphically. 

Although  primary  care  remains  the  most  frequent 
point  of  contact  between  the  practitioner  and  the  pub- 
lic, growth  in  the  primary  care  specialties  has  been 
rather  modest.  Of  the  total  physician  increase  of  1 ,423 
practitioners  over  the  past  nine  years,  606  physicians, 
less  than  half  (42.6%),  have  selected  these  practice 
fields.  With  59.7  percent  of  those  practitioners  going 
to  urban  areas,  it  is  apparent  that  rural  shortages  will 
not  rapidly  be  eased. 

If  physician  increa.ses  in  the  state  have  not  resulted 
in  more  uniform  access  to  primary  care,  where  has  the 
impact  been  experienced?  Much  of  this  impact  has 
occurred  among  metropolitan  practices  and  non-pri- 
mary care  specialties.  Growth  in  some  specialties  has 
been  rather  dramatic.  Indeed,  since  1980,  the  earliest 
year  for  which  figures  are  available,  29.0  percent  of 
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Figure  2.  Current  Distribution  of  Primary  Care  Physicians  in 
Alabama,  1988. 


all  physicians  entering  practice  in  Alabama  have  been 
in  five  specialty  fields:  anesthesiology  (9.2%);  psy- 
chiatry (6.4%);  emergency  medicine  (5.6%);  radiology 
(4.9%);  and  neurology  (2.8%). 

Recent  growth  trends  among  these  specialists  are 
shown  in  Table  3.  Most  of  these  specialties  require 
the  support  of  hospitals;  almost  by  definition,  they  are 
predominantly  (74.5%)  located  in  metropolitan  cen- 
ters. Furthermore,  the  percentage  listed  for  emergency 
medicine  specialists  underestimates  the  number  of 
physicians  who  practice  exclusively  or  predominantly 
in  emergency  rooms.  Many  of  those  doctors  still  iden- 
tify their  medical  specialty  as  the  one  in  which  they 
trained. 

Conclusions 

Despite  an  increase  in  medical  manpower  in  Ala- 
bama during  the  last  decade,  the  pattern  of  maldistri- 
bution of  physicians  has  not  been  corrected  in  the  years 
since  the  GMENAC  report.  Alabama  still  has  an  in- 
sufficient supply  of  doctors  to  deal  with  the  problems 
of  a population  that  is  relatively  poorer,  less  educated 
and  less  healthy  (at  least  by  such  indicators  such  as 
maternal  mortality  and  infant  mortality  rates,  and  per 
capita  income)^  " than  the  general  population  for  whom 
the  GMENAC  recommendations  were  developed. 

Such  shortages  work  to  favor  the  status  quo  since 
people  who  are  poor  and  uneducated  often  postpone 
health  care  until  needs  are  serious.'^  Within  the  state, 
severe  physician  shortages  in  rural  areas  exacerbate 
the  problem  for  many,  including  many  of  the  most 
poor  and  least  educated  residents. 

The  low  growth  rate  among  family  and  general  prac- 
titioners over  the  past  four  years  is  particularly  alarm- 
ing since  it  suggests  that  the  gap  between  primary  care 
in  urban  and  rural  areas  may  worsen,  at  least  in  the 
short  term.  While  this  trend  may  reflect  the  retirement 
of  older  general  practitioners  from  established  rural 
practices,  it  is  not  yet  clear  whether  the  gaps  left  by 
these  physicians  will  be  filled  by  new  medical  per- 
sonnel. Since  family  practitioners  are  the  physicians 


TABLE  3 

Actual  and  Percentage  Growth  Among  Selected  Specialties 
in  Alabama,  1980-1988 


% 


Specialty 

1980 

1988 

Change 

Change 

Anesthesiology 

127 

258 

131 

103.1% 

Psychiatry 

146 

237 

91 

62.3% 

Emergency  Med. 

90 

170 

80 

88.9% 

Radiology 

254 

324 

70 

27.6% 

Neurology 

35 

75 

40 

114.3% 

most  likely  to  locate  in  rural,  underserved  areas,  con- 
tinued emphasis  on  family  practice  residency  programs 
should  be  encouraged. 

The  provision  of  adequate  obsetrical  services  is 
clearly  an  important  consideration  in  looking  at  health 
services  distribution.  There  is  a substantial  and  grow- 
ing body  of  literature  reporting  that  some  obstetrician/ 
gynecologists  and  their  general  and  family  practice 
counterparts  are  limiting  or  giving  up  obstetrical  prac- 
tice.'^ Though  the  most  frequent  and  important  rea- 
son cited  for  this  change  is  the  high  cost  of  malpractice 
insurance,  a second  reason  is  the  high  time  commit- 
ment required.  The  impact  of  this  time  requirement  is 
greatest  on  the  rural  practitioner  in  solo  or  small  group 
practice. 

A final  point  should  be  made  concerning  the  practice 
of  obstetrics.  In  1987  there  remained  33  counties  in 
the  state  without  a single  OB/GYN.'^  In  addition,  18 
percent  of  counties  with  family  practitioners  have  no 
physicians  who  perform  deliveries.'^ 

In  view  of  these  facts  there  can  be  little  surprise 
over  the  unacceptable  statistic  that,  among  the  states, 
Alabama  has  one  of  the  highest  rates  of  infant  mortality 
in  the  nation.^  Limited  access  to  adequate  prenatal  care 
and  nearby  delivery  sites  greatly  increases  the  risks 
for  infants  and  mothers  alike. 

Alabama,  along  with  the  rest  of  the  country,  has 
experienced  recent  explosive  growth  among  a number 
of  specialties  and  subspecialties.  There  is,  however, 
no  evidence  to  suggest  an  oversupply  among  these 
subspecialties.  Schwartz  has  documented  that,  while 
most  metropolitan  areas  with  populations  exceeding 
50,000  have  sufficient  demand  (considering  both  in- 
hospital  and  ambulatory  patients)  for  most  certified 
subspecialists,  they  often  have  none;  even  cities  of 
more  than  125,000  people  often  have  a single  subspe- 
cialist.'’ 

In  this  situation  there  exists  a clear  conflict  between 
competing  demands.  At  the  level  of  primary  care,  there 
is  an  indisputable  need  for  primary  care  practitioners 
in  the  rural  areas  which  comprise  most  of  Alabama. 
There  is  a particularly  acute  need  for  obstetrical  service 
in  those  areas  where  certain  indices  of  health,  espe- 
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cially  neonatal  mortality  rates,  are  among  the  worst  in 
the  nation.  At  the  level  of  tertiary  care  there  exists  a 
growing  need  for  physicians  prepared  to  implement 
newer,  technologically  sophisticated  health  care  spe- 
cialties. Both  trends  argue  against  further  cutbacks  in 
medical  school  enrollments  in  Alabama. 

Recently  Schwartz  et  al.^  have  recalculated  national 
needs  for  primary  care  physicians.  They  have  con- 
cluded that  the  GMENAC  projections  published  eight 
years  ago  seriously  underestimated  physician  require- 
ments for  1990,  primarily  because  of  failure  to  estimate 
accurately  the  size  and  medical  demands  of  the  nation’s 
aging  population.  Understandably,  that  report  could 
not  have  projected  the  large  demands  on  physician  time 
caused  by  the  epidemic  of  AIDS;  a demand  which  will 
almost  certainly  grow  much  larger  before  satisfactory 
prevention  or  treatment  is  discovered. 

A third  miscalculation  was  caused  by  failure  to  pre- 
dict the  labor-intensive  requirements  of  new  technol- 
ogies such  as  organ  transplants.  Schloss'*  has  further 


criticized  the  GMENAC  recommendations  as  being 
too  short-sighted  in  not  recognizing  that  a dispropor- 
tionately large  number  of  the  nation’s  physicians  will 
reach  retirement  age  after  2010,  the  final  year  for  which 
GMENAC  projections  were  made.  He  suggested  that 
the  nation  may  face  another  period  of  physician  short- 
ages between  2010  and  2030;  thus  policies  designed 
to  reduce  or  maintain  current  numbers  of  medical  school 
graduates,  should  be  reevaluated. 

Alabama  continues  to  be  a net  importer  of  physi- 
cians,'^ some  of  whom  enter  the  state  to  complete  the 
final  stages  of  their  training  and  remain  to  practice 
here  and  others  of  whom  move  here  to  enter  practice. 

It  would  be  unwise  to  reduce  the  state’s  capacity  to 
provide  the  final  stages  of  training,  or  to  slack  off  in 
the  very  large  investments  in  high-technology  medi- 
cine where  these  investments  have  proven  to  be  nec- 
essary to  attract  needed  physicians  to  the  state.  0 
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The  Tragedy  of  Trauma 


Carl  T.  Bergren,  M.D.* 


The  tragedy  of  trauma  never  seems  more  acute  than 
when  I tell  the  family  of  the  loss  of  their  loved 
one.  The  senseless  waste  of  human  life  comes  into 
such  painful  focus  through  their  tears  and  anguish. 
Especially  when  the  loss  is  of  a young  person  in  the 
prime  of  their  life  with  a family  of  their  own. 

The  emotional  aspect  of  this  job  at  those  times  makes 
it  even  more  gratifying  when  we  see  the  results  of 
perfect  timing,  years  of  practice  and  divine  providence 
bring  a life  from  the  edge  of  death  and  place  them 
back  in  the  mainstream  of  life. 

In  the  trauma  room,  we  work  with  practiced  speed 
on  nameless,  unknown  bodies,  never  asking  who  they 
are,  how  much  money  they  make  or  who  they  know. 
Each  life  is  as  important  as  the  next,  and  only  medical 
necessity  or  feasibility  play  a role  in  the  care  they 
receive.  For  our  own  emotional  protection,  personal 
backgrounds  are  seldom  discussed  until  later  when  the 
tension  is  relieved  and  the  situation  more  stable. 

Because  whether  the  person  is  “good”  or  “bad,” 
our  human  tendencies  and  prejudices  have  no  role  in 
the  trauma  patient.  Later,  we  lament  the  tragedy  of  a 
“good  boy”  just  out  of  school  with  productive  years 
ahead  swiftly  shortened  by  the  devastation  of  a coin- 
cidental car  accident.  And  yet,  we  may  condescend 
the  death  of  a young  dope  addict  shot  during  a drug 
deal.  Both  lives  lost  are  tragic,  although  the  drug  ad- 
dict’s death  may  have  been  the  final  result  of  a life 
lost  years  before,  while  the  other  man’s  death  is  the 
loss  of  a life  just  seeming  to  begin.  Each  loss  is  sense- 
less, each  loss  the  sign  of  a greater  symptom  within 
our  society,  each  loss  possibly  preventable. 

Prevention  is  the  key  to  trauma.  No  matter  how 
excellent  our  EMS  systems  develop,  no  matter  how 
numerous  our  trauma  centers,  no  matter  how  advanced 
the  technical  capabilities  of  the  medical  profession, 
bodies  will  still  be  crushed  beyond  salvation,  hearts 
will  be  ripped  open  by  bullets  and  brains  will  be  jostled 
past  conscious  reason. 


* Fellow,  Trauma  Surgery.  Carraway  Methodist  Medical  Center,  1600  N.  26th 
St.,  Birmingham,  Alabama  35234. 


Terrible  injuries  will  still  occur  that  other  men  will 
be  powerless  to  repair.  And  the  public  will  still  cry 
out  for  better  doctors  and  machines  and  means  to  fix 
other  humans  so  that  the  terror  of  our  lives,  the  seem- 
ingly random  slaughter  of  Americans  on  the  highways 
and  in  the  household,  will  be  alleviated.  But  the  answer 
lies  not  in  better  ways  of  curing  but  ways  of  preventing; 
so  the  tragedy  never  occurs. 

Prevention,  however,  carries  a great  burden.  A bur- 
den that  Americans  from  the  beginning  of  this  country 
have  placed  a high  degree  of  value.  You  see,  personal 
rights  come  into  play  in  these  situations.  We  don’t 
want  the  tragedy,  but  we  also  don’t  want  the  restric- 
tions that  prevention  of  the  tragedy  places  on  each  of 
us.  Individual  rights  often  get  limited  when  we  discuss 
the  common  good.  And  especially  in  recent  years, 
individual  rights  have  become  an  almost  religious  icon 
for  groups  of  Americans  that  believe  each  of  us  has 
personal  freedoms  that  extend  far  beyond  the  reach  of 
government. 

We  can  alment  the  tragedy  of  highway  deaths,  but 
few  people  wear  seat  belts  even  when  such  is  legis- 
lated. We  are  appalled  at  the  horror  of  alcohol  related 
traffic  fatalities,  but  we  condone  idle  and  ineffective 
disciplinary  action  and  even  revert  from  stricter  pen- 
alties. It  takes  an  act  of  Congress  for  automakers  to 
make  a safer  car  and  the  public  outcries  the  cost  of 
such  an  automobile  but  little  is  said  of  the  billions  in 
taxpayer  funds  that  subsidize  the  health  care  costs  of 
permanently  disabled  Americans. 

Handgun  use  is  sanctioned  as  an  inalienable  right, 
while  more  lives  are  murdered  by  this  weapon  in  this 
country  than  any  other  nation  of  the  world.  We  despise 
the  drug  subculture,  but  subsidies  for  agencies  to  com- 
bat the  problem  are  long  in  coming  and  short  in  supply. 
Only  recently  have  educational  programs  been  devel- 
oped to  reach  out  to  the  younger  population  before  the 
pushers  find  their  mark. 

A national  consciousness  needs  to  be  raised  about 
this  issue  of  trauma  prevention.  In  recent  years,  federal 

continued  on  page  22 
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Information  for  Patients:  VICODIN,  like  all  narcotic,  may  impair  the  mental 
and/or  physical  abilities  required  for  the  performance  of  potentially  hazard- 
ous tasits  such  as  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  as  with  all  narcotics, 
caution  should  oe  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsychotics, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  aaditive  CNS  depression.  When  combined 
therapy  is  contemplateci,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricydic  antidepressants  with  hydrocodone  prep- 
arations may  increase  the  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  pnor  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  increased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  alwa^  correlate  with  the  duration  of 
material  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  1.0  mg/kg  q6h,  and  paregoric  2 
to  4 drop^g  g4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  or  therapy  is  4 to  28  days,  with  the  dosage  decreased  as  tolerated. 
Labor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  the  newborn,  especially  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  cnanges. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  IS  dose  related. 

The  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 
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The  Tragedy  of  Trauma 
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monies  were  appropriated  for  the  development  of  EMS 
systems  to  treat  the  trauma  patient  after  the  injury. 
These  programs  were  good,  and  better  care  of  the 
trauma  patient  has  resulted  in  fewer  deaths.  But  trauma 
still  remains  the  third  leading  cause  of  death  in  the 
United  States  and  unlike  the  “clean”  diseases  such  as 
coronary  artery  disease,  we  see  little  media  play  about 
trauma. 

It  has  only  been  in  the  last  decade  that  public  aware- 
ness groups  such  as  MADD  (Mothers  Against  Drunk 
Driving)  have  been  able  to  gain  national  momentum. 
They  face  stiff  opposition  in  Washington  and  often 
have  a difficult  time  being  taken  seriously.  The  attitude 
may  be  changing  in  Washington,  however.  Congress 
recently  declared  May  as  National  Trauma  Awareness 
Month  and  before  Congress  now  are  two  bills  — S.  10 
introduced  by  Sen.  Alan  Cranston  (D-CA)  and  H.R. 
3133  introduced  by  Representative  Jim  Bates  (D-CA) 
— which  would  require  regional  trauma  care  systems 
to  comply  with  standards  developed  by  the  College  of 
Surgeon’s  Committee  on  Trauma. 

These  bills  would  also  provide  minimal  amounts  of 
appropriations  for  the  development  of  such  trauma  care. 
And  I would  urge  each  of  you  to  write  your  legislators 
and  give  your  support  for  these  measures. 

However,  these  bills  again  deal  with  the  problem 
after  the  injury.  We  need  to  try  and  find  ways  to 
legislate  prevention  of  these  injuries.  Safer  cars  and 
better  highways  need  to  be  built,  tougher  penalties  for 
drunk  driving  need  to  be  in  place,  drug  dealers  should 
have  maximum  sentencing,  and  drug  education  and 
rehabilitation  programs  should  have  increased  priority 
in  federal,  state  and  city  funding.  All  these  things 
require  money,  granted,  but  tell  that  to  the  family  of 
the  man  who  can’t  walk  now,  or  the  woman  whose 
husband  is  killed  or  the  mother  who  must  watch  her 
son  comatose  on  a ventilator.  These  things  cost  money, 
too,  and  they  also  cost  in  tears  and  suffering  and  grief. 
So  many  incongruities  exist  in  this  murky  issue  of 
trauma  prevention. 

We  are  all  sorry  when  the  tragedy  happens  but  we 
seem  even  sorrier  for  the  inconvenience  prevention  of 
the  tragedy  would  entail.  It’s  often  too  late  then,  and 
even  the  best  team  of  experts  cannot  save  us  from  our 
own  trauma  . . . that  of  closing  our  eyes  too  tightly 
and  too  long.  0 
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Programs 

for 

Professionals 


Whether  you’re  a recent  gradu- 
ate or  a well-established  practi- 
tioner looking  for  growth  or  plan- 
ning to  retire  within  the  next  ten 
years,  AFTCO  Associates  has  a 

• Practice  Acquisition  Program:  7 program  for  you. 

Purchase  a practice  and  earn  over  a 

million  dollars  more  in  lifetime  earnings'  when  compared  to  starting  a new  practice. 

• Practice  Merger  Program:  Double  your  patient  base  without  increasing  overhead,  and 
have  the  opportunity  to  earn  passive  income.  Mergers  can  provide  an  average  of 500%  plus 
return  on  investment  the  first  year. 

• Earned  Equity  Program:  The  only  associateship  program  with  a virtually  100%  success 
rate.  Contractual  terms  meet  the  long-term  needs  of  BOTH  parties. 

• Pre-Sale  Program:  Allows  you  to  practice  less,  maintain  your  income,  protect  the  value 
of  your  practice,  and  improve  your  "Quality  of  Life"  NOW. 

• Career  Transition  Program:  Use  your  practice  as  a "transitional  tool."  Maintain  your 
income  while  changing  careers  or  businesses. 

For  professionalism,  integrity,  and  confidentiality,  call  AFTCO  today  and  see  for  yourself. 

"EQUITABLE  TRANSACTIONS  THROUGH  DUAL  REPRESENTATION" 

PRACTICE  SALES/MERGERS 
EQUITY  ASSOCIATESHIPS 
PRACTICE  APPRAISALS 
CONTRACT  SERVICES 
RELOCATIONS 
CAREER  ALTERNATIVES 


Serving  the  Needs  of  the  Healthcare  Professions  Since  1968 

3000  RIVERCHASE  GALLERIA.  SUITE  800  • BIRMINGHAM.  AL  35244 

(205)  985-3004 


For  faster  claims  payment, 
count  on  the  card^s  computer. 

And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD." 
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Life? 


Marshall  N.  Boone,  Jr.,  M.D.,  Ph.D. 


Americans  hold  life  to  be  sacred.  We  establish  pub- 
lic policies  and  take  moral  stands  demanding  that 
life  should  be  preserved  at  all  costs.  Even  those  who 
support  and  practice  abortions  usually  refuse  to  ter- 
minate pregnancies  within  the  last  half  of  the  gesta- 
tional period.  Society  demands  criminal  charges  be 
filed  when  the  sanctity  of  life  is  violated.  We  do  not 
understand  cultures  where  human  life  is  not  sacred  and 
martyrs  are  eager  to  die  for  trivial  causes. 

Despite  our  preoccupation  with  the  preservation  of 
life,  the  vast  majority  of  us  will  live  and  die  with  only 
an  inconsequential  impact  upon  society.  I recall  my 
disappointment  when  so  little  notice  was  taken  of  the 
birth  of  my  son  Jonathan.  I at  least  expected  activities 
to  stop  for  a few  seconds  to  herald  this  momentous 
event.  I suppose  that  Jesus  Christ  was  accorded  the 
grandest  birth  announcement  in  history.  An  yet  things 
in  Bethlehem  soon  returned  to  normal  with  the  shep- 
herds wandering  off  never  to  be  heard  from  again. 

We  view  life  as  an  opportunity  to  accomplish  var- 
ious goals  and  to  bring  respect  and  honor  to  our  fam- 
ilies. We  marvel  at  personality  types  who  disgrace 
themselves  and  dishonor  their  families  over  drugs, 
money,  and  sex.  The  vast  majority  of  us  spend  too 
much  time  and  effort  making  a living  to  ever  attain  an 
understanding  of  the  meaning  of  life  or  to  truly  enjoy 
our  existence. 

I find  it  interesting  that  even  inexpensive  and  un- 
important “things”  remain  long  after  we  are  gone. 
Great  Grandmother’s  sewing  machine  may  still  be 
functional  a hundred  years  after  its  owner  is  dead  and 
buried.  Why  shouldn’t  something  as  sacred  as  a human 
life  survive  a simple  machine? 

What  is  the  essence  of  the  “spark”  that  animates  a 
human  body?  The  amputation  of  a finger  is  always  a 
dramatic  event.  Yet,  the  most  significant  change  of 
all,  the  transition  from  the  living  to  the  dead,  may 
occur  without  any  perceptible  change  to  even  a close 
observer.  In  people  who  die  from  other  than  traumatic 
injuries  1 often  wonder  why  death  occurred  at  the  exact 
moment  that  it  did.  Why  a time  of  death  of  Wednesday 
at  4:02  PM  rather  than  Friday  or  Monday  morning? 
The  body  functions  at  a cellular  level  on  the  basis  of 
tiny  electrical  charges  across  cell  membranes.  The  ul- 
timate definition  of  death  is  an  inability  of  the  cell  to 
maintain  a polarized  membrane  such  that  the  heart 
cannot  pump,  the  respiratory  center  cannot  stimulate 
breathing,  the  muscles  cannot  twitch,  the  kidney  can- 
not filter  and  eliminate  wastes,  and  the  small  bowel 


cannot  absorb  foodstuffs.  How  can  such  a drastic 
change  be  so  difficult  to  measure  and  define?  Until 
decay  and  rigor  mortis  occur  the  body  of  a dead  person 
looks  identical  to  that  body  minutes  before  death.  This 
change  is  so  slight  that  even  trained  physicians  in 
hundreds  of  hospitals  will  attempt  to  resurrect  a dead 
person  today. 

Given  the  transitory  nature  of  our  life,  what  should 
be  the  obligation  of  society  to  prolong  life?  Americans 
are  loath  to  allow  a pet  animal  to  suffer.  However,  we 
sit  idly  by  for  days,  weeks,  months,  or  even  years 
watching  our  family  members  and  friends  lose  all  their 
dignity,  gasp  for  breath,  endure  untold  pain  and  an- 
guish while  we  console  ourselves  with  the  belief  and 
knowledge  that  life,  regardless  of  how  meaningless, 
is  always  preferable  to  death. 

In  medicine  we  view  death  as  our  enemy;  a force 
to  be  conquered.  Physicians  identify  patients  with  a 
“terminal  illness”  but  then  refuse  to  accept  their  own 
diagnoses  as  they  continue  to  struggle  to  preserve  life 
at  all  costs.  Of  course  the  ultimate  truth  is  that  life  is 
a terminal  illness  with  death  awaiting  as  the  final  re- 
ward for  all  of  us. 

What  is  our  obligation  to  provide  comprehensive 
medical  care  for  patients  who  are  obviously  dying?  As 
an  example,  consider  the  Acquired  Immune  Defi- 
ciency Syndrome  (AIDS).  There  are  currently  more 
than  60,000  people  in  the  United  States  who  have  been 
diagnosed  with  AIDS,  400  new  cases  are  being  di- 
agnosed each  week,  and  at  least  1.5  million  people 
who  are  infected  with  the  human  immunodeficiency 
virus  (HIV)  and  will  probably  eventually  develop  the 
disease. 

Experts  project  270,000  cases  of  AIDS  in  the  U.S. 
by  1991.  Current  treatments  for  this  ultimately  fatal 
disease  serve  only  to  prolong  life  for  short  periods  of 
time.  This  prolongation  results  in  additional  hours  of 
suffering  from  pain,  cancer,  and  infection.  Each  day 
1,200  hospital  beds  in  New  York  City  are  filled  by 
people  dying  with  AIDS.  Is  the  prolongation  of  life 
for  a few  days  or  weeks  worth  the  cost?  A cost  paid 
not  only  in  millions  of  dollars  but  also  by  the  victim’s 
agony  and  suffering? 

Lethal  injection  is  employed  as  a humane  method 
to  execute  criminals  convicted  of  heinous  crimes.  The 
precise  dosage  and  combination  of  drugs  required  to 
insure  a rapid,  painless  death  has  been  carefully  de- 
termined. On  the  other  hand,  it  would  certainly  seem 
reasonable  to  utilize  a method  of  execution  such  that 
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the  criminal’s  suffering  would  more  closely  equal  the 
terror  and  suffering  he  inflicted  upon  his  victim.  How- 
ever, segments  of  our  society  would  erupt  in  protest 
and  never  permit  this  “eye  for  eye,  tooth  for  tooth’’ 
mentality  to  gain  favor.  We  prefer  to  reserve  suffering 
and  agony  for  our  innocent  fellow  citizens  and  family 
members  who  contract  fatal  diseases  and  outlive  their 
usefulness  to  themselves  or  others. 

Why  should  husbands  be  forced  to  murder  their 
spouses  who  are  begging  for  death  to  ease  their  suf- 
ferings? Why  should  families  become  financially  des- 
titute due  to  medical  bills  accumulated  long  after  any 
realistic  hope  for  recovery  is  lost  ? Nancy  Cruzan  is  a 
30  year  old  who  has  been  brain  dead  for  5 years  fol- 
lowing an  automobile  accident  in  Missouri.  She  was 
dead  at  the  scene  of  the  accident  until  intensive  re- 
suscitative  efforts  were  successful  in  restoring  a heart 
beat  and  blood  pressure. 

Unfortunately,  her  brain  was  irreversibly  damaged 
by  oxygen  lack.  The  higher  centers  of  the  brain,  which 
control  conscious  thoughts  and  actions  which  we  rec- 
ognize as  human  behavior,  are  even  more  sensitive  to 
oxygen  deprivation  than  the  brain  stem  which  controls 
automatic  functions  (heart  beat,  blood  pressure,  res- 
piratory rate).  Miss  Cruzan  has  remained  unresponsive 
and  unable  to  swallow.  She  has  been  kept  alive  by 
tube  feedings.  Since  her  overall  health  is  good,  she 
may  remain  in  this  vegetative  state  for  many  years. 
Why  should  her  family  be  forced  to  seek  a court  order 
allowing  termination  of  tube  feedings  so  that  their 
daughter  will  die  of  starvation?  We  can  only  imagine 
the  depths  of  her  suffering  and  the  emotional  anguish 
of  her  family. 

We  have  all  witnessed  the  wonders  of  medical  sci- 
ence as  functionally  dead  patients  are  maintained  in  a 
vegetative  state  for  weeks,  months,  or  even  years.  We 
praise  our  technology  when  a brain  dead  individual  is 
kept  “alive’’  with  respirators,  feeding  tubes,  artificial 
kidneys,  and  24-hour-a-day  nursing.  Quantity  of  life 
reigns  supreme  which  which  should  be  the  case  in  a 
society  where  any  concept  of  an  after  life  is  rejected. 

But,  this  is  the  United  States,  a country  founded 
upon  religious  principles  and  a deep  belief  in  God. 
Quality  of  Life  may  occasionally  be  mentioned,  but, 
if  so,  is  promptly  relegated  to  a back  seat  in  our  de- 
cision making  processes.  The  promise  of  Jesus  of  a 
better  life  for  all  believers  becomes  a remote  fantasy 
for  many  of  us  when  we  face  these  circumstances.  In 
our  technological  society  we  demand  “here  and  now’’ 
solutions  to  these  problems.  Since  this  is  the  only  life 
that  we  are  sure  about  we  doggedly  cling  to  it  long 
after  a new  life  offers  the  only  realistic  hope. 

As  a society  we  have  ignored  this  dilemma  long 
enough.  We  must  face  these  issues  both  philosophi- 
cally and  financially.  Would  we  not  all  rest  easier 
knowing  that  we  will  be  spared  the  terminal  sufferings 
of  our  ancestors?  Surely,  in  our  enlightened  society, 
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mechanisms  could  be  devised  to  insure  that  euthanasia 
is  not  abused.  Health  care  dollars  could  then  be  tar- 
geted for  prevention  of  disease  and  early  treatment 
rather  than  prolongation  of  pain  and  suffering.  Many 
citizens  of  the  U.S.  claim  to  live  a life  governed  by 
Christian  concepts.  Perhaps  by  following  these  con- 
cepts as  we  watch  our  friends  die  we  can  affirm  that 
God  is  a God  of  love  and  not  pain  and  suffering. 

God  commanded  us  not  to  commit  murder.  How 
can  we  reconcile  this  teaching  with  a desire  to  ter- 
minate life  for  those  who  are  considered  to  be  appro- 
priate candidates?  Is  some  special  blessing  attained 
through  witnessing  and  sharing  the  prolonged  suffering 
of  another?  Is  it  better  to  allow  death  to  occur  through 
our  negligence  (starvation,  witholding  life  sustaining 
treatment,  “pulling  the  plug’’)  than  to  overtly  insure 
a termination  of  pain  and  suffering?  What  should  we 
do  when  the  victim  is  aware  enough  of  their  plight  to 
beg  for  relief? 

These  questions  must  be  addressed  openly  and  com- 
pletely. This  issue  has  been  ignored  far  too  long.  We 
must  adopt  policies  that  allow  a peaceful  death  rather 
than  an  enforced  suffering  through  the  wonder  of  ma- 
chines and  technology.  Only  then  can  we  insure  the 
fulfillment  of  the  American  dream:  to  live  and  die  with 
dignity.  0 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $27.00  for  30  words  or  less, 
plus  25  cents  for  each  additional  word,  payable  in 
advance.  Classified  displays  are  $25.00  per  column 
inch.  Ad  box  number  can  be  substituted  for  formal 
addresses  upon  request  at  a cost  of  $5.  Copy  deadline 
is  6 weeks  preceding  date  of  publication.  Send  copy 
to;  Advertising  Manager,  ALABAMA  MEDICINE, 
P.O.  Box  1900,  Montgomery,  Alabama  36102-1900. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa.  Alabama 
35403.  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


SOUTHEAST  U S. A.  (ACADEMIC  PEDIATRICIAN  WANTED); 
Alabama  Board  Certified  or  Board  Eligible  — Teaching  medical 
students  and  family  practice  residents  with  direct  patient  care  and 
clinical  research  interests  required.  Direct  inquiries  with  C.V.  to: 
David  C.  Hefelfinger,  M.D.,  Dept,  of  Pediatrics,  700  University 
Blvd.,  East.  Tuscaloosa,  AL  35401;  (205)  348-1304.  Equal  Op- 
portunity Affirmative  Action  Employer. 


INTERNIST  — BC/BE  internist  needed  for  North  Alabama  city 
of  50.000.  Join  solo  practicing  BC  Nephrologist/Internist  with 
interest  in  Critical  Care  Medicine.  Full  partnership  available  after 
one  year.  Generous  fringe  benefits  including  malpractice  and  health 
insurance  and  competitive  salary.  Practice  offers  office  based  EKG. 
GXT,  Holter,  PET,  Xray  and  complete  lab  including  Micro.  Send 
CV  (Curriculum  Vitae)  to:  Advertising  Manager.  Box  B.  Alabama 
Medicine.  P.O.  Box  1900,  Montgomery.  AL  36102-1900. 


EMERGENCY  MEDICINE  — Immediate  opportunity  for  ER  Staff 
Physicians  and  Director  in  Southern  Alabama,  at  government  fa- 
cility. Excellent  compensation.  Additional  openings  available  in 
South  Carolina,  Kentucky,  and  Missouri.  Call  collect  (717)  825- 
2500  or  send  C.V.  to  AES.  Inc.,  P.O.  Box  2510,  Wilkes-Barre, 
PA  18703. 


PHYSICIAN  — COLLEGE  STUDENT  HEALTH.  Anticipated 
vacancy  in  the  near  future.  Full-time,  12  month  appointment, 
competitive  salary  with  strong  fringe  package  and  a double  re- 
tirement package  including  applying  active  military  service  to  re- 
tirement time.  Applicants  must  hold  or  be  eligible  for  Alabama 
license,  unrestricted  malpractice  insurance,  and  hold  a valid  D.E.A. 
number.  Current  private  practice  in  a primary  care  field,  specialty 
certification,  experience  in  student  health  field  will  add  additional 
weight  to  vitae.  For  more  information  write:  Director,  Russell 
Student  Health  Center,  P.O.  Box  870360,  University  of  Alabama, 
Tuscaloosa,  AL  35487-0360  or  call  (205)  348-6262.  The  Univer- 
sity of  Alabama  is  an  Equal  Opportunity,  Affirmative  Action  Em- 
ployer. 


INTERNIST  — VA  Medical  Center,  Montgomery,  Alabama,  a 
200-bed  general  medical  facility,  has  a vacancy  for  a board  cer- 
tified or  eligible  internist.  Excellent  benefits  package.  Call  the 
Chief  of  Staff,  (205)  272-4670,  extension  4097. 


1989  CME  CRUISE/CONFERENCES  ON  MEDICOLEGAL  IS- 
SUES & RISK  MANAGEMENT  — Caribbean,  Mexico.  Alaska/ 
Canada,  China/Orient,  Scandinavia/Russia,  Mediterranean,  Black 
Sea,  Trans  Panama  Canal.  Approved  for  24-28  CME  Category  1 
Credits  (AMA/PRA)  and  AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compliance  with  IRS  re- 
quirements. Information:  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station,  NY  1 1746.(800)521-0076or(516)549- 
0869. 


FAMILY  PRACTICE  CLINIC  need  additional  physicians  to  begin 
immediately.  Guarantee  salary  with  incentive  bonus.  Malpractice 
insurance.  Little  night  call.  Wide  variety  of  adult  and  pediatric 
patients.  Flexible  schedule  allows  time  for  family  or  other  interests. 
Contact  R.  Robbins  (205)  353-6874.  Send  CV  to  R.  Robbins, 
P.O.  Box  5294,  Decatur,  AL  35601. 


PRACTICES  FOR  SALE  — Birmingham,  Mobile,  Huntsville  — 
high  quality,  grossing  $300,000  -I- , located  in  very  desirable  areas, 
excellent  staffs,  great  opportunities.  Call  Aftco  Associates  (205) 
985-3004  or  write  to  300  Riverchase  Galleria,  Suite  800,  Bir- 
mingham, AL  35244. 


PRACTICE  SALES  AND  APPRAISALS  — Aftco  Associates, 
established  in  1968,  is  the  largest  national  firm  specializing  in 
appraising  and  selling  health  care  practices.  On-site  appraisals 
optional.  Appraisal  fee  applied  toward  seller  commission,  if  sale 
desired.  35  offices  nationwide  to  serve  you.  Contact  Aftco  As- 
sociates, 3000  Riverchase  Galleria,  Suite  800,  Birmingham,  AL 
35244  (205)  985-3004. 


EMERGENCY  MEDICINE  — Physician-managed  emergency  de- 
partment offering  immediate  placement  for  full  or  part-time  po- 
sitions for  ER  serving  220-bed  hospital  in  the  Gadsden.  Alabama 
area.  Annual  visits  running  22,000-1-.  Full  complement  of  spe- 
cialists, competitive  salary  and  liberal  benefits.  Applicants  should 
be  BC/BE  in  a primary  care  specialty  or  have  comparable  expe- 
rience. ACLS/ATLS/APLS  preferred.  Send  CV  with  letter  of  in- 
terest to  100  Crestwood  Drive.  Birmingham,  AL  35213,  (205) 
871-5979. 
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FPs  & IMs  DESPERATELY  NEEDED  IN  BIRMINGHAM, 
MONTGOMERY,  AND  TUSCALOOSA.  Compensation  & ben- 
efits more  than  eompetitive.  Send  CV  to  POB  6002,  Tuscaloosa, 
AL  35405. 


$250K  GUARANTEED  FIRST  YEAR  FOR  ORTHOPAEDIC 
SURGEON.  Located  in  lovely  town  of  20,000  (83,000  in  County) 
less  than  one  hour  from  large  metropolitan  city.  Office  and  fur- 
nishings state-of-the-art.  Solo  practice  with  coverage.  Send  CV  to 
POB  6002,  Tuscaloosa,  AL  35405. 


NOTICE  — HOSPITALS,  CLINICS,  PHYSICIANS  — Medical 
Sales  & Liquidation  with  exclusive  rights  on  Hospital  Bankrupcy’s 
is  selling  equipment  & furnishings  from  40%  to  70%  off  Invoice 
Price.  MSL  will  also  purchase  equipment  no  longer  used  from 
your  facilities.  May  be  seen  in  Montgomery,  Ala.  223  Clayton 
St.  Call  Toll  free.  Ala.  1-800-367-7883,  205-263-2912. 


INTERNAL  MEDICINE  SPECIALIST  — Immediate  opportuni- 
ties for  two  General  Internal  Medicine  Specialists  to  join  expanding 
Internal  Medicine  group  in  highly-supportive  and  active  rural  com- 
munity with  40,000-plus  service  population.  This  is  the  only  Board 
Certified  Internal  Medicine  group  in  service  area  and  is  adjacent 
to  growing  community  medical  center  affiliated  with  nearby  (60 
miles)  metropolitan  medical  facilities.  Must  be  Board  Eligible 
(Board  Certified  preferred)  and  willing  to  relocate.  Attractive  pack- 
age includes  guarantee,  full  benefits,  medical  liability,  early  part- 
nership potential,  and  opportunity  to  practice  full  range  of  Internal 
Medicine.  Contact  Winfield  Medical  Associates,  P.O.  Box  130, 
Winfield,  AL  35594. 


$5.000-$60.000:  FOR  PHYSICIANS  UNSECURED  Signature 
Loans.  Available  for  Debt  Consolidation,  Investments,  Tuition, 
Relocations,  Purchase  of  Medical  Practices  or  any  need  including 
Taxes.  No  points  or  fees.  Competitive  rates.  Level  payments  up 
to  six  years.  No  prepayment  penalty.  For  application  call  Toll  Free 
1-800-331-4952.  Dept.  114,  MediVersal. 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Molprocfice  insurance  cosfs? 

★ Nof  enough  fime  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  tor  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  quality. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Wont  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 


SSGT  Robby  Lloyd 
205-271-6315 

Station-To-Station  Collect  w 
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Collecting  money. 

an  ugj^jobjbut  ^mebody 

has  to  do  it. 


Nobody  likes  to  collect  money 
but  it  can  be  done  well,  with  effici- 
ency and  fairness. 

That's  what  I.C.  System  is  all 
about.  We're  in  business  to  collect 
money  that's  owed  you,  and  we  do  our 
work  with  great  efficiency. 

At  the  same  time,  we  understand 
that  debtors  are  human  beings,  too, 
and  should  be  treated  as  such.  And 
while  we  believe  in  results,  we  also 
believe  there's  no  need  to  alienate 
people,  particularly  those  who  sin- 
cerely want  to  pay. 

It  is  that  very  philosophy 
that  has  been  the  foundation  of  our 
operation  for  almost  fifty  years. 

And,  no  doubt,  it  is  contributory  to 
the  fact  that  our  work  is  endorsed 
by  over  1,200  professional  and  trade 
associations,  including  yours. 

Although  we're  headquartered 
in  St.  Paul,  Minnesota,  we  have 
communication  centers  in  every  state 
of  the  union.  We'll  assign  a local 
I.C.  representative  to  your  account 
who  will  be  supported  by  a full 
range  of  collection  services  and 
personnel,  including  carefully- 
trained  telephone  contact  specialists. 
We'll  even  provide  initial  training 
on  how  to  use  our  service  for  the 
person (s)  in  your  office  handling 
accounts  receivable. 

But  most  important,  we 
guarantee  results.  Our  fee  structure 


combines  a very  competitive  com- 
mission rate  with  a retainer  (corporate 
or  standard)  scaled  to  your  needs. 
And  we  guarantee  to  keep  collecting 
for  as  long  as  it  takes  to  recover  at 
least  ten  times  the  amount  of  that 
retainer. 

To  find  out  how  the  I.C.  System 
approach  can  work  for  you,  call 
toll  free  (800)  443-4123,  ext.  621. 

In  Minnesota,  call  (612)  483-8201, 
ext.  621.  Or  return  the  coupon. 

® LG  System 

T he  System  J Works? 


I I want  to  recover  the  money  i 

I that's  owed  me.  Please  provide  me  | 
I with  information  on  the  I.C.  | 

I System  approach.  | 

I Name i 

Title 

' Firm ' 

\ Address I 

I City I 

I State Zip I 

I Telephone  number i 

I 3387-1  I 

I Mail  to:  I.C.  System,  Inc.  I 

I 444  East  Highway  96,  PO.  Box  64639  | 

I St.  Paul,  Minnesota  55164-0639  i 

I I 


The  Metal  Implant  Bank 


When  I attended  the  AMA  Auxiliary  Convention 
in  June  1987,  I was  impressed  by  a part  of  a 
report  that  was  given  by  the  California  Auxiliary  pres- 
ident. 

On  November  11,  1986,  the  San  Mateo  County 
Medical  Auxiliary  founded  the  Metal  Implant  Bank 
program  for  the  purpose  of  collecting  and  distributing 
durable  orthopaedic  hardware  (metal  implants)  to  Latin 
America. 

“This  project  began  in  response  to  the  genuine  need 
of  Latin  American  countries  for  an  adequate  quantity 
of  medical  supplies,  together  with  our  perception  that 
perfectly  usable  instruments,  bandages,  medicines, 
pieces  of  equipment  were  being  discarded  in  our  county 
(and  throughout  the  U.S.A.).  We  started  by  collecting 
general  medical  supplies  for  El  Salvador.  In  October 
1986,  we  shipped  two  forty  foot  containers  of  medical 
supplies  to  Benjamin  Bloom  Childrens’  Hospital.  Since 
beginning  this  project  which  we  named  H.E.L.P.  for 
Health  Equipment  Liaison  Project,  we  have  sent  two 
forty  foot  container  trucks  to  El  Salvador,  three  forty 
I foot  containers  with  approximately  sixty  tons  of  med- 
ical supplies  to  Roosevelt  Hospital,  Guatemala.” 

The  METAL  IMPLANT  BANK  was  a derivative 
I of  the  H.E.L.P.  program.  In  this  project  only  new  or 
used  orthopaedic  hardware  and  materials  are  collected 
I and  sent  to  requesting,  qualified  orthopaedic  depart- 
I ments  in  a variety  of  Latin  American  countries  to  use 
only  on  a “no  charge”  basis  for  public  health  patients. 


Orthopaedic  hardware  such  as  screws,  plates,  rods 
and  artificial  joints  can  be  (and  are)  re-sterilized  and 
used  again  in  many  Latin  American  countries.  The 
San  Mateo  County  Medical  Auxiliary  has  been  for- 
tunate to  obtain  unused  inventory  from  their  local  hos- 
pitals from  time  to  time.  This  is  particularly  true  when 
there  is  a change  in  the  “preferred”  manufacture  or 
design  of  orthopaedic  materials. 

Orthopaedic  hardware  has  the  advantage  that  it  can 
be  easily  stored  in  plastic  bags  and  in  shoe  boxes, 
occupies  very  little  space  and  is  of  great  value.  A single 
shoe  box  might  contain  supplies  valued  at  as  much  as 
$10,000. 

In  the  first  METAL  IMPLANT  BANK  shipment, 
June  1987,  to  the  Orthopaedic  Department  at  Roose- 
velt Hospital,  there  were  more  than  475  separate  items, 
including  femoral  heads  and  cups,  total  hips,  total 
ankles,  knee  components,  numbers  of  compression 
plates,  pins,  nails  and  screws.  The  value  of  the  ship- 
ment was  approximately  $60,000. 

Starting  with  one  auxiliary,  this  is  now  a California 
state  program.  When  participating  counties  set  up  their 
teams  for  collecting  new  or  reusable  implants,  the  San 
Mateo  County  Medical  Auxiliary  is  ready  to  receive 
the  materials,  inventory  them,  and  ship  them  to  qual- 
ified orthopaedic  departments  throughout  Latin  Amer- 
ica. Their  job  is  one  of  support  to  auxiliary  bank  mem- 
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bers.  providing  feedback  about  the  disposition  of  items 
received  in  the  Bank  and  supplying  written  materials 
to  participating  auxiliaries.  They  serve  as  a conduit 
between  our  bountiful  nation  and  the  needy  patients 
of  Latin  America. 

To  begin  this  project  in  Alabama,  1 felt  one  county 
and  one  hospital  participating  would  be  sufficient.  Pam 
Flanagan  (Mrs.  James)  in  Birmingham  agreed  to  be 
the  chairman  and  would  contact  Baptist  Montclair 
where  her  husband  practices.  With  her  and  James' 
enthusiasm,  the  project  looks  very  promising.  Used 
orthopaedic  hardware  is  being  collected  there  and  will 
be  shipped  to  California.  We  will  work  with  California 
as  a “sister  auxiliary.” 

I hope  that  next  year  several  counties  will  adopt  this 


project.  This  will  allow  us  to  help  others  benefit  from 
our  “disposable  society.”  Together  we  can  give  the 
“gift  of  ambulation  or  the  freedom  from  pain”  at  so 
little  cost.  Let  us  show  that  we  have  compassion,  and 
are  doing  something  positive  about  waste  and  suffer- 
ing. 

Doctor,  if  you  are  interested  in  your  county’s  aux- 
iliary starting  this  project,  please  get  in  touch  with  me, 
974-1193,  or  Pam  at  967-8044.  □ 


AFFORDABLE  TERM  LIFE  INSURANCE  - 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-(jecreasing  graideid 
premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

187.50 

325.00 

450.00 

30 

197.50 

345.00 

500.00 

35 

202.50 

355.00 

550.00 

40 

225.00 

400.00 

640.00 

45 

282.50 

490.00 

860.00 

50 

387.50 

700.00 

1,040.00 

55 

542.50 

1,035.00 

1,530.00 

60 

875.00 

1,700.00 

2,760.00 

65 

1,550.00 

3,000.00 

5,040.00 

Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A-i-  ” by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  AL  36606  • (205)  476-1737 

Above  rates  are  provided  by  Kentucky  Central  Life  and  Jackson  National  Life 
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VASOTEC 


(ENALAPRIL  MALEATE  MSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleale.  MSD)  Is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 


Warnings:  Angioedema.  Angioedema  of  the  face,  extremities,  lips,  lohgue,  glottis,  and/or  larynx  has  been  reported  in 
patients  treatedwithACEinhibitors,  including  VASOTEC.  Insuch  cases.  VASOTECshouldbe  promptly  discontinued  and  tbe 
patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confinedto  thefaceand  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  involvement  ot  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. . subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS ) 


Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  fherapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  ad|ustments  (See  PRECAUTIONS.  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapril 
and/or  diuretic  Is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and.  if  necessary,  receive  an  intrave- 
nous infusion  of  normal  saline.  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  ol  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary. 
NeulropenialAgianulocytosis.  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Ireguently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  Inals  of  enalapril  are  insufficienf  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General:  Impaired  Renal  Function:  As  a conseguence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  palients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diurelic  fherapy.  In  such  patients,  renal  function  should  be  monitored  during  the  first 
few  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  reguired. 

Evaluation  ol  patients  with  hypertension  or  heart  lailure  should  always  Include  assessment  of  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  (>  5 7 mEg/L)  was  observed  in  approximately  1%  of  hypertensive  patients  in 
clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufticiency,  diabetes  mellitus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously,  if  at  all.  with  VASOTEC  (See  Drug  Interactions.) 

Surgery/Aneslhesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  tor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  lake  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lighiheadedness  especially  during  the  first  lew  days  ol  therapy  If 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure,  palienis  should  be  advised  to  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  of  infection  (e  g , sore  throat,  fever)  which  may  be 
a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information  is 
intended  to  aid  in  the  sale  and  elteclive  use  of  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
effects 

Drug  Interactions 

i Hypotension  Patients  on  Diuretic  Fherapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 

i recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  imlialion  ol  Iherapy  with 

enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  eilher  discontinuing  the  diuretic  or 
inaeasing  the  salt  intake  prior  to  initiation  ol  irealment  with  enalapril  If  il  is  necessary  to  conlinue  the  diuretic,  provide 
close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  slabilized  lor  al  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  anlihyperlensive  effect  ol  VASOTEC  is  augmented  by  anlihyperlensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomilanlly  with  bela  adrenetgic-blocking  agents,  melhyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-type  diuretics  Polas 
sium-sparing  diuretics  (e  g , spironolactone  Inamlerene.  or  amilonde).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  signilicani  increases  in  serum  potassium  Therefore,  if  concomitant  use  ol  these 
agents  is  indicated  because  of  demonstrated  hypokalemia  they  should  be  used  wilh  caution  and  with  frequent  monitor- 
ing ol  serum  potassium  Potassium-spanng  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC 

Lithium  A lew  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  disconlmualion  ol  both  drugs  Although  a causal  relationship  has  not  been  established  it  is  recom- 
mended that  caution  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 


Pregnancy-  Category  C:  There  was  no  fetoloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ot  1 mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  al  doses  ol  3 and  10  mg/kg/day,  but  not  al 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ot  labeled  enalapril  to  pregnant  hamsters 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 

used  during  pregnancy  only  il  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  Milk  in  lactating  rats  contains  radioactivity  following  administration  of  ”C  enalapril  maleate  II  is  not 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safely  in  more  than  10.000  patients,  including  over  fOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  patients 

Hypertension  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  palients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1 4%),  nausea  (1 4%),  rash  (1,4%),  cough  (1,3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 

Heart  Failure  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizziness 
(79%),  hypotension  (6.7%),  orlhoslalic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  pain  (2 1%).  and  diarrhea 
(21%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  Inals  were:  fatigue  (1 8%),  headache  (1 8%).  abdominal  pain  (1 6%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1,6%),  vertigo  (1,6%),  angina  pectoris  (15%),  nausea  (1 3%),  vomiting  (1 3%),  bronchitis  (1,3%),  dyspnea 
(1 3%).  urinary  tract  infection  (1.3%),  rash  (13%),  and  myocardial  infarction  (12%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  to  1%  of  palients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category: 

Cardiovascular  Myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarclion.  rhythm  distur- 
bances. atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychialric.  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 

Skin.  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity 

Other  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
menlalion  rate  may  be  present  Rash  or  other  dermatologic  manilestations  may  occur  These  symptoms  have  disap- 
peared alter  discontinuation  ol  Iherapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ol  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  Ireal- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  Iherapy  instituted  Immediately,  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  patients 
following  the  initial  dose  or  during  extended  Iherapy  Hypotension  or  syncope  was  a cause  lor  disconlinuation  ol  therapy 
in  0 1%  of  hypertensive  patients  In  heart  failure  patients,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patienis  Hypotension  or  syncope  was  a cause  for  discontinuallon  ol  Iherapy  in  1 9%  of  palients  with  heart  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  Inals,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  disconlinuation  ol  Iherapy,  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  wilh  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis  (See  PRECAUTIONS ) In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or 
without  digitalis.  Increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ol  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  of  clinical  importance  unless  another  cause  ol  anemia  coexists.  In  clinical  Inals,  less  than  01%  ol  patients  discon- 
tinued Iherapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued for  Iwo  to  three  days  before  beginning  Iherapy  with  VASOTEC  to  reduce  the  likelihood  of  hypotension  (See 
WARNINGS ) II  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least  Iwo 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  arid  PRECAUTIONS.  Drug 
Interactions) 

The  recommended  initial  dose  in  palients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two  divided 
doses  In  some  patients  treated  once  daily,  the  anlihyperlensive  effect  may  dimmish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood  pressure  is  not  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  to  increases  ol  serum  polassium  (see  PRECAUTIONS) 

Dosage  Adiusimeni  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  tor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  of  up  lo  approximately  3 mg/dL)  For  patients  with 
creatinine  clearance  s30  mL/min  (serum  creatinine  ^3  mg/dL).  the  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  of  40  mg  daily 

Heart  Failure  VASOTEC  is  indicated  as  ad|unctive  Iherapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 

2 5 mg  once  or  twice  daily  Alter  the  initial  dose  of  VAS(5TEC.  the  patient  should  be  observed  under  medical  supervision 
lor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE- 
CAUTIONS, Drug  Interactions ) II  possible,  the  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  alter  the  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  effective  management  ol  Ihe  hypotension  The  usual  therapeutic  dosing  range  lor 
Ihe  treatment  ol  hearl  failure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg.  the  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  heart  lailure  (NYHA  Class  IV).  palients  were 
Irealed  with  2 5 to  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CL  INICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Cllecis ) Dosage  may  be  adiusled  depending  upon  clinical  or  hemody- 
namic response  (See  WARNINGS ) 

Dosage  Adiusimeni  in  Hearl  Failure  Patients  with  Renat  Impairment  or  Hyponatremia  In  hearl  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  wilh  serum  creatinine  -1 6 mg/dL , Iherapy  shnuld  be  initialed  at  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION.  Hearl  Failure.  WARNINGS,  and  PRE 
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excessive  hypotension  or  significant  deterioration  ol  renal  function  The  maximum  daily  dose  is  40  mg 
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In  a class  with  the  best 


Malpractice  defense  by  Mutual  Assurance 


You  know  quality  when  you  see  it— 
and  you  know  that  the  quality  of 
defense  provided  by  Mutual 
Assurance  is  second  to  none.  You're 
not  fooled  by  imitations,  so  beware 
of  professional  liability  companies 
that  want  you  to  think  they're  just 
like  Mutual  Assurance.  The  truth  is 
they're  not— they're  not  even  close. 

Our  commitment  to  defense  is  as  old 
and  strong  as  Mutual  Assurance 
itself.  Our  team  of  defense  lawyers 


and  trained  claims  representatives 
have  been  working  together  longer 
than  most  other  professional  liability 
companies  have  been  in  business.  In 
fact,  we  have  more  experienced  peo- 
ple handling  claims  than  those  other 
companies  have  on  their  entire  staff. 

We  hope  you  never  face  a lawsuit, 
but  statistics  show  every  Alabama 
doctor  will  be  sued  at  least  once  in 
their  career.  If  it  happens  to  you,  you 
don't  want  imitation  protection,  you 


want  the  strength  and  experience  of 
the  Mutual  Assurance  defense  team 
on  your  side. 


m 


I . Mutual 
I Assurance 


115  Office  Park  Drive 
Birmingham,  AL  35223 
1-800-272-6401  (205)  871-7280 
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Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


EXECUTIVE 

DIRECTOR 


S.  Lon  Conner 
Executive  Director,  MASA 


Tuscaloosa  or  Bust 


For  those  physicians  who  have  not  yet  made  a final 
decision  to  attend  annual  session  in  Tuscaloosa 
! April  14-16,  permit  me  to  call  particular  attention  to 
the  profusion  and  variety  of  events  Saturday  afternoon. 
" As  I am  sure  you  know  by  now,  the  annual  business 
i session  has  been  moved,  experimentally,  from  Sat- 
. urday  to  Sunday,  thus  to  test  the  hypothesis  that  some 
I Counsellors  and  Delegates  have  found  the  traditional 
1 Saturday  business  session  difficult  to  accommodate  in 
I their  busy  schedules.  Accordingly,  Friday  events  have 
been  moved  to  Saturday. 

I Saturday  morning  will  feature  the  new  member  ori- 
I entation  program  and  the  annual  scientific  sessions, 
I culminating  in  the  Jerome  Cochran  lecture  by  Harriet 
j Dustan,  M.D.  at  1 1 :30,  followed  by  a special  luncheon 
t address  on  the  Resource-Based  Relative  Value  System 
‘ by  an  Alabama  physician  recently  appointed  to  the 
j Physician  Payment  Review  Commission,  Peter  W. 

' Curreri,  M.D. 

After  lunch,  Saturday  afternoon  events  should  pro- 
duce a quandary  in  some  physicians;  Which  to  attend? 
Meeting  will  be  the  Hospital  Medical  Staff  Section, 


the  Young  Physicians  Section,  the  Resident  Physicians 
Section,  and  the  Specialty  Society  Presidents. 

Mutual  Assurance  will  hold  its  annual  meeting;  the 
Alabama  Academy  of  Family  Physicians  will  convene; 
State  Health  Officer  C.  Earl  Fox,  M.D.,  will  conduct 
an  orientation  for  County  Boards  of  Health. 

Also  meeting  will  be  the  Alabama  Academy  of  Ra- 
diology, the  Alabama  Society  of  Plastic  & Reconstruc- 
tive Surgery,  and  the  Alabama  Chapter  of  the  Amer- 
ican College  of  Emergency  Physicians. 

Competing  with  all  this  will  be  local  tours,  2 to  6, 
of  the  Gulf  States  Offices,  the  Mildred  Warner  Home, 
and  the  Bear  Bryant  Museum;  the  Young  Physicians 
Hospitality  Suite  will  be  open  3 to  5. 

Capping  Saturday  events  will  be  a casual  evening 
at  North  River  Yacht  Club,  with  music  provided  by 
the  celebrated  Jefferson  County  Medical  Society  Phy- 
sician Band. 

I cannot  recall  an  annual  session  in  the  last  dozen 
years  with  such  a variety  of  information  and  enter- 
tainment as  awaits  you  in  Tuscaloosa  next  month.  If 
at  all  possible,  I urge  you  to  be  there.  IZl 


PRACTICE  MEDICINE. 
NOT  PAPERWORK. 


In  Navy  Medicine  the 
emphasis  is  on  patients, 
not  paperwork. 

As  a Navy  doctor, 
you  step  into  an  active 
and  challenging  group 
practice.  You  work  with 
state-of-the-art  equip- 
ment and  the  best 
facilities  available. 

Highly  trained 
physician’s  assistants, 
hospital  corpsmen, 
nurses  and  hospital 
administrators  not  only 
provide  medical  support,  they  attend  to  almost  all  the  paperwork.  As  a result,  you’re 
free  to  make  medical  decisions  based  solely  on  the  needs  of  your  patients. 

Along  with  your  professional  development,  you’ll  enjoy  the  lifestyle  and  fringe 
benefits  of  a Navy  officer.  Beginning  salaries  are  comparable  with  hospital  staff 
positions  for  most  specialists. 

To  learn  more  about  the  Navy’s  practice  made  perfect,  send  your  curriculum 
vitae  or  call:  u.  s.  navy  recruiting  district 

3815  INTERSTATE  COURT 
MONTGOMERY,  AL . 36109 

ATTN ; ETC 

CALL  1-800-392-1548  IN  ALABAMA  OR  1-800-633-1566  IN  FLORIDA 


BE  THE  DOCTOR  YOU  WANT  TO  BE 

IN  THE  NAVY. 


PRESIDENT’S 

PAGE 


William  A.  Leitner,  M.D. 
President,  MASA 


Who  Shall  Ration? 


To  say  that  rationing  of  medical  care  is  inevitable, 
because  demand  for  it  appears  infinite  while  re- 
sources are  finite,  has  progressed  from  the  axiomatic 
to  the  hackneyed. 

Even  so,  most  physicians  and  an  increasing  per- 
centage of  the  public  now  believe  that  “in  the  future,” 
poorly  defined,  health  care  will  be  dispensed  in  meas- 
ured doses  or  withheld  entirely,  depending  on  circum- 
stances. 

Of  course,  the  leading  edge  of  rationing  is  already 
here  and,  in  some  sectors,  well  advanced.  Increasing 
deductibles  and  co-insurance  are  rationing  modalities. 
The  government  rations  hospital  days  and  treatment 
protocols  through  DRGs  and  other  deliberate  inhibitors 
to  utilization. 

Sociologists  say  there  is  even  a construct  called 
“passive  rationing,”  which  was  practiced  rather  ex- 
tensively in  World  War  II,  for  example.  Passive  ra- 
tioning consists  of  making  the  desired  product  or  serv- 
ice reachable  only  through  forests  of  red  tape  and 
waiting  periods.  You  could,  for  example,  get  consid- 
erably more  sugar  than  your  allotted  total  in  World 
War  II  if  you  were  prepared  to  hack  your  way  through 
the  bureaucratic  underbrush  of  forms  and  procedural 
barriers. 

Obviously,  the  federal  government  is  presently  prac- 
ticing passive  as  well  as  active  rationing.  Active  ra- 
tioning is  obvious;  passive  rationing  consists  essen- 
tially of  a bewildering  jungle  of  regulations  that  has 
been  layered  over  the  Medicare  program. 

Surveys  commissioned  by  and  presented  to  the  Phy- 
sician Payment  Review  Commission  at  its  Jan.  18-19 
meeting  revealed  that: 


“Medicare  rules  are  so  poorly  understood  that  less 
than  half  the  respondents  could  define  assignment  and 
only  a third  understood  their  liability  for  an  unassigned 
claim  or  an  office  visit.  Understanding  or  interest  in 
the  ‘participating  physician’  program  was  even  more 
limited.  Only  a fourth  of  respondents  could  describe 
the  program.”  (American  Medical  News,  Feb.  3,  1989, 
page  36) 

It  scarcely  matters  whether  the  government  is  thus 
deliberately  using  the  Niagara  of  regs  to  deter  utili- 
zation. Obviously  that  deterrence  is  occurring  to  some 
extent  and  is  therefore,  at  the  very  least,  passive  (even 
though  unintended)  rationing. 

But  when  we  speak  of  rationing,  most  of  us  do  not 
usually  mean  such  admitted  deterrents  as  deductibles, 
coinsurance  and  bureaucratic  bafflegab.  We  usually 
mean  the  conscious,  deliberate  policy  of  withholding 
services  in  the  case  of  disease  processes  for  which  the 
only  treatment  is  exorbitantly  expensive,  or  for  which 
the  trade-off  in  increased  life  expectancy  is  not  ad- 
judged to  be  cost-effective  for  society  as  a whole. 

A Roman  Catholic  ethicist  at  Boston  College  has 
argued  before  provider  groups  that  it  is  fast  becoming 
the  “duty”  of  physicians  and  hospitals  to  convince 
patients  that  wasting  of  resources  on  hopeless  cases  is 
something  close  to  sin,  and  cannot  longer  be  tolerated. 

This  philosophy  has  echoes  in  the  Calvinist  sects  as 
well,  where  waste  of  any  resource  was,  only  yesterday, 
looked  upon  as  being  as  close  to  mortal  sin  as  a South- 
ern Protestant  was  likely  to  get. 

I said  only  yesterday.  In  the  lifetimes  of  many  of 
us,  there  was  a kind  of  devout  fatalism  that  became 
part  and  parcel  of  the  old  time  religious  culture  of  the 
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South.  That  this  culture  is  fading  can  be  seen  in  many 
ways,  not  the  least  of  which  is  the  rising  chorus  of 
voices  from  the  rural  South  to  “save  our  hospital.” 
Having  a hospital  is  now  viewed  by  many  in  the  small 
towns  as  an  entitlement,  probably  ordained  by  God, 
and  therefore  not  to  be  trifled  with  by  Washington 
bureaucrats. 

So  the  appeal  to  theology  cuts  both  ways.  Most 
Americans  condemn  waste  of  health  care  resources  on 
“others”;  for  themselves,  and  for  their  families,  of 
course,  the  best  (meaning  the  most)  is  barely  good 
enough  — such  being  the  rising  expectations  of  the 
American  people  in  the  past  few  decades. 

We  can  see  waste  afar,  but  not  up  close.  That  is 
simply  human  nature,  but  because  it  is,  it  makes  the 
best  form  of  rationing  the  least  likely.  In  an  ideal  state 
of  grace,  the  public  who  would  ration  itself,  practicing 
old-fashioned  self-discipline  and  self-denial  in  the 
higher  duty  to  their  fellow  man.  But  in  the  real  world 
in  which  we  live,  that  will  not  happen  to  any  significant 
degree.  Americans  want  “everything  that  is  coming 
to  them.” 

We  have  become  self-centered  but  not  yet  selfish; 
we  also  want  almost  everybody  else  to  have  it  all.  But 
we  don’t  want  to  pay  for  it.  In  fact,  we  want  (in  the 
same  breath)  more  free  health  care,  bigger  and  better 
fleets  and  air  forces,  new  highways,  increased  funding 
for  education,  a multi-billion  dollar  war  on  drugs  — 
in  short,  we  want  everything.  And,  while  we  are  on 
the  subject,  we  also  want  lower  taxes.  Don’t  even 
mention  higher  taxes.  George  Bush  knew  his  electorate 
last  summer. 

Of  course  all  these  demands  are  mutually  exclusive. 
Only  when  the  crunch  finally  comes,  when  we  must 
as  a people  face  up  to  the  absolute  necessity  of  ra- 
tioning health  care,  will  the  national  agony  really  be- 
gin. And  it  may  not  be  far  off. 

In  fact,  even  as  this  was  being  written,  it  was  ob- 
vious that  the  issue  was  beginning  to  attract  the  interest 
and  concern  of  the  public.  Town  meetings  were  being 
held  in  Florida  specifically  to  address  the  issues  of 
distribution  and  allocation  of  health  care  resources. 

A famous  jurist  once  said  that  state  legislatures  are 
valuable  beyond  their  roles  in  local  control,  as  labo- 
ratories for  testing  new  ideas  that  may  have  merit  in 
national  applications. 

Consider  one  such  laboratory,  Oregon.  That  state  is 
openly  and  avowedly  rationing  care  for  the  medically 
uninsured.  It  is  obvious,  I believe,  that  the  method- 
ology described,  as  well  as  the  philosophy  that  led  to 
it,  is  generally  applicable  to  all  rationing  of  health  care, 
whether  by  the  public  or  private  sector. 

I am  quoting  from  the  history  of  Oregon’s  legislation 
as  given  by  John  Kitzhaber,  M.D.,  of  Oregon,  who 
is  uniquely  qualified  to  address  the  subject  of  the  ra- 
tioning of  health  care. 


He  is  chairman  of  a physician  educational  group 
that  has  been  educating  the  public  on  the  categorical 
necessity  of  deciding  what  medical  services  society ' 
can  and  should  support,  and  what  it  cannot,  unless  it 
chooses  to  tax  itself.  But  Dr.  Kitzhaber  is  also  (1)  the 
only  physician  in  the  Oregon  Legislature,  (2)  President 
of  the  Oregon  State  Senate  and  (3)  remains  in  private 
practice  in  Roseburg. 

The  following  is  excerpted  and  paraphrased  from 
his  speech,  “Uncompensated  Care  — the  Threat  and 
the  Challenge,”  before  the  annual  meeting  of  the  Cal- 
ifornia Medical  Association  House  of  Delegates,  March 
5,  1988,  in  Reno,  Nevada.  The  speech  was  reprinted 
in  the  Western  Journal  of  Medicine  in  June  of  last  year 
(West  J Med  1988  Jun;148:71 1-716). 

Dr.  Kitzhaber  abstracts  the  history  of  the  present 
predicament;  how  in  a few  short  years  we  have  re- 
gressed from  the  principle  of  universal  access,  where- 
under  the  costs  of  those  who  could  not  pay  for  health 
care  were  shifted  to  those  who  could,  in  both  the  public 
and  private  sectors.  This  old  concept,  now  battered 
and  largely  discarded,  gave  birth  to  “the  deeply  held 
social  belief  in  this  country  that  health  care  is  a right.” 

But  if  it  is,  it  is  a right  that  both  business  and  gov- 
ernment are,  by  leaps  and  bounds,  divesting  them- 
selves of  supporting.  In  that  sense,  business  and  gov- 
ernment are  fast  repudiating  a social  contract 
consummated  in  the  middle  1960s  when  Medicare/ 
Medicaid  was  passed  and  when  private  health  insur- 
ance became  an  employment  norm  throughout  U.S. 
business  and  industry.  That  contract,  as  Fortune  mag- 
azine recently  described  it,  went  something  like  this: 
the  public  sector  will  take  care  of  the  elderly  and  the 
poor,  at  state  and  federal  levels,  and  the  private  sector 
will  underwrite  the  health  care  of  the  American  worker. 

With  the  spectacular  rise  in  health  care  costs,  all 
payors,  public  and  private,  have,  in  recent  years,  bus- 
ied themselves  with  M/rshifting  costs,  disavowing  any 
but  their  own  immediate  responsibility  and  greatly  di- 
luting even  that. 

As  America  aggressively  entered  world  markets, 
business  and  industry  discovered  to  their  consternation 
that  the  generous  health  care  packages  they  had  be- 
stowed on  their  workers  had  become  such  large  over- 
head items  as  to  prevent  them  from  price  competition 
with  Germany,  Japan,  Canada,  Italy,  all  of  which  were 
paying  only  a fraction  of  American  health  care  costs. 

U.S.  health  expenditures  accounted  from  7.4  cents 
of  the  GNP  dollar  in  1970.  Today  it  is  around  12  cents. 
At  the  present  rate  of  increase  we  would  be  spending 
20  cents  of  the  GNP  dollar  in  the  year  2020.  That  year 
sounds  comfortably  remote  but  is  no  further  in  the 
future  than  1957  is  in  the  past.  If  nothing  intervened, 

continued  on  page  8 
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YACHT  BROKERS 


^acAt/  fSa/es/^ 

4960  Dauphin  Island  Parkway 
Mobile,  Alabama  36605 
Office:  (205)  476-8306 
FAX:  (205]  473-3802 


FACTORY  AUTHORIZED  DEALER  • SALES  & SERVICE 


CARVER 
crV)MCiA\. 


'89  Luhrs  Tournament  400.  One  in  stock 
with  Diesels.  3208  TA  CATS.  One  on  order. 


'89  Luhrs  Tournament  342.  One  in  stock. 
J&T  8.2L  Detroit  Diesels. 


'89  Luhrs  320  Sportfish.  With  454  V8's  on 
order. 


'89  Luhrs  290  Center  Console.  T/270 
Crusaders. 

INSTOCK 


BROKERAGE 

55'  '87  CALIF  CMY  - 2 TO  PICK  FROM 
54'  '79  BERTRAM  FB/YF  - LOADED 
50'  '86  SEA  RANGER  - NICE 
45'  '86  HATTERAS  S/F  - SYNCR 
43'  '85  CALIF  CPMY  - LOW  HOURS 
42'  '87  CALIF  CONVT  - FISH  RIGGED 
41'  '65  HATTERAS  S/F  - IMMACULATE 
40'  '87  LUHRS  S/F  - PICK  FROM  2 
38'  '87  BAYLINER  CMY  - MOVING  UP 
38'  '83  CALIF  MY  - UNDER  BOOK 
38'  '81  CALIF  SEDAN  - NICE 
37'  '85  SILVERTON  S/F  - LOADED 
36’  '84  CHRIS  365  S/F  - SHARP 
36'  '83  HATTERAS  S/F  - RADAR 
36'  '85  HATTERAS  S/F  - DIESELS 
35'  '86  CAFE  RACER  - 1200  HPI! 

35’  '87  CALIF  S/F  - CATS 
34'  '82  MAINSHIP  - PICK  FROM  2 
34'  '85  LUHRS  342  S/F  - DIESELS 
32'  '87  TEMPEST  SPORT  - DEMO 


i 


'89  48'  Californian  Convertible.  One  on 

order.  April  delivery. 


'89  48'  Californian  Cockpit  MY.  Just  ar- 
rived our  docks.  3208  TA  CATS.  One  on 
order. 


'89  55’  Californian  Cockpit  MY.  Early  June 
delivery. 


'89  Luhrs  380  Sportfish.  May  arrival.  3208 
TA  CATS. 


LOCATED  IN  MOBILE  AT  ENTRANCE  TO  TENN-TOM  WATERWAY 

Mike  Gibbons  Johnny  White  Arlen  Jones 


Who  Shall  Ration? 

continued  from  page  6 

in  2020  40  cents  of  every  consumer  dollar  would  go 
to  health  care. 

During  the  heady  postwar  years  before  the  1980s, 
economic  expansion  was  so  great  that  health  care  cost 
increases  could  be  easily  absorbed.  They  no  longer 
can  be,  and  indeed  there  are  tens  of  millions  of  workers 
of  the  kind  who  once  would  have  had  good  health 
insurance  but  who  now  have  none.  Medicaid  covers 
only  a fraction  of  the  poor  compared  to  20  years  ago. 

The  United  States,  leading  creditor  nation  in  the 
world  just  a decade  ago,  is  now  the  leading  debtor 
nation.  The  national  debt  now  approaches  $3  trillion. 
That’s  three  thousand-thousand  million. 

The  Bush  administration  is  saddled  with  the  thank- 
less job  of  trying  to  find  solutions  for  what  is,  by 
nonpartisan  estimate,  a deficit  crisis  of  alarming  mag- 
nitude. As  a nation,  we  have  come  to  demand  cham- 
pagne at  beer  prices. 

In  this  climate,  health  care  gets  short  shrift.  Between 
1965  and  1980,  Dr.  Kitzhaber  noted,  the  business  com- 
munity and  government  jointly  subsidized  the  poor, 
spreading  out  the  costs  over  taxpayers  in  general  and 
most  of  the  work  force: 

“Society  was  paying  for  what  was  essentially  a so- 
cial policy  objective:  universal  access  to  health.” 

But  now  “what  used  to  be  subsidized  care  for  the 
poor  is  showing  up  as  uncompensated  care.” 

At  the  same  time,  public  and  private  sectors  are 
demanding  higher  deductibles  and  co-insurance,  in  ef- 
fect reversing  the  trend  toward  public-private  subsidy. 

Every  state  has  its  peculiar  woes.  Oregon  addressed 
its  problems  in  ways  fundamentally  different  from  any 
other.  It  concluded  that  if  the  state  undertook  to  pay 
for  uncompensated  care,  rationing  had  to  be  built  into 
the  program  from  the  outset,  thus  provoking  the  con- 
troversies that  you  have  seen  in  the  national  news. 

It  began  with  the  acceptance  of  hard  realities,  three 
in  number: 

The  first  was  that  resources  are  limited.  “That  is  a 
difficult  one  for  physicians  to  accept  because  they  have 
never  accepted  it.”  But  the  other  needs  of  the  state 
were  also  pressing  for  funding.  And  this  led  to  the 
hard  choices  of  “who  is  going  to  get  the  service  and 
how  much  service  each  person  is  going  to  get.” 

That  led  to  the  second  reality,  “which  is  simply  that 
the  rich  are  always  going  to  have  access  to  more  health 
care  than  the  poor.”  A capitalist  society  accepts  the 
fact  that  goods  and  services  are  distributed  on  the  basis 
of  income: 

“We  readily  accept  that  in  most  instances.  We  do 
not  expect  public  housing  to  look  like  the  Ritz.  We 
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r\RAFATE' 

^^(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Daig  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Flowevei; 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

PregnarKy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 


Reference: 

1 . Eliakim  R,  Ophir  M,  Rachmilewitz  D:  J Clin  Gastroenterol  1987, 9{A):39S-399. 
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Carafete"  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  users  to  become 

prone  to  duodenal  ulcers!  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATEVsucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


CAFAD276 


Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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ARMY  RESERVE 


MEDICAL  PROFILE  NO.  5 


ROSALYN  P STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 
Associate  Surgeon,  Department  of  Cardiovascular  &.  Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas- 
cular);  Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

FELLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Dawn 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  LJ.S.A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary,  Drew  Society 


##  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Acrmy  Reserve 
you’ll  have  the  chance  to  woik  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steiling'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project./# 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Au-my  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USAARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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do  not  expect  food  stamps  to  be  redeemed  in  expensive 
restaurants . ’ ’ 

In  short,  those  whose  health  care  needs  were  to  be 
paid  by  the  state  must  accept  a second  or  third  tier  of 
care.  Although  the  country  denies  it,  we  have  always 
had  this  form  of  preferential  treatment.  In  point  of 
fact,  a multi-tiered  system  has  been  in  effect  for  years. 
Oregon  simply  codified  it  by  the  third  reality  accepted 
by  the  state,  which  was: 

The  inevitability  of  rationing.  The  state  quickly  dis- 
continued funding  for  heart,  pancreas,  bone  marrow 
and  liver  transplants,  opting  instead  for  diverting  scare 
resources  to  preventive  care,  including  prenatal,  be- 
cause resources  were  thus  amplified  and  the  result 
actually  saved  money  for  the  state.  Of  course,  mothers 
of  children  needing  transplants  protested  and  their  cases 
became  great  fare  for  national  television.  The  legis- 
lators expected  that. 

The  decision  was  thus  tough-minded  and  totally  re- 
alistic: resources  are  limited  and  must  be  rationed, 
toward  the  end  of  doing  the  greatest  good  for  the  great- 
est number  of  people;  and  no  argument  that  the  rich 
could  afford  more  than  the  poor  would  be  given  any 
weight. 

I Who  shall  ration?  Dr.  Kitzhaber  has  few  doubts  on 
I that  point.  Although  government  and,  by  extension, 

I the  private  sector  may  impose  the  rationing,  he  says: 

' “Physicians  are  really  the  only  group  in  this  country 

' with  qualifications  to  provide  sound  clinical  infor- 

mation to  state  legislatures. 

“We  need  to  say:  ‘Yes,  we  are  going  to  have  to 
ration  health  care  in  this  country.  It  is  inappropriate 
and  unethical  for  physicians  to  do  the  rationing.  So- 
ciety needs  to  do  it.  And  if  you,  the  legislature,  are 
going  to  ration  health  care,  here  is  a list  of  priorities 
that  make  sense  clinically.  This  makes  sense  in  terms 
of  marginal  costs  and  marginal  benefits.  This  makes 
sense  in  terms  of  probable  outcome.’ 

“Physicians  have  to  provide  that  input.  Then  we 
have  to  support  legislative  decisions  that  make  re- 
sponsible resource  allocation  choices.  We  have  to  do 
that  publicly,  in  our  community,  and  at  the  legislative 
level. 

“The  solution,  I believe,  is  a partnership  between 
public  policy-makers  . . . and  leadership  in  the  med- 
ical community.’’ 

It  may  be  that  simply  advising  the  legislature  would 
effectively  immunize  physicians  against  liability,  but 
before  we  become  such  instruments  of  rationing,  no 
matter  how  seemingly  removed  from  governmental 
processes,  I for  one  would  demand  substantive  proof 
that  either  the  legal  climate  had  changed  or  other  fool- 
proof assurance  that  the  profession  would  be  held 
harmless  in  such  a role. 


What  is  the  alternative  for  physicians?  There  aren’t 
any  viable  ones.  Dr.  Kitzhaber  is  convinced: 

“If  left  unresolved,  this  problem  of  uncompensated 
care  is  going  to  result  in  an  erosion  in  our  social  com- 
mitment to  universal  access  to  health  care,  and  a de- 
terioration of  health  for  a growing  number  of  Amer- 
icans. 

“It  is  going  to  put  physicians  in  conflict  with  their 
professional  ethics  and  with  what  society  expects  from 
the  health  care  system,  which  will  lead  to  regulation, 
an  erosion  of  clinical  autonomy,  and  very  likely  a 
nationally  controlled  health  care  delivery  system.’’ 

He’s  right  on  target.  With  more  big  cuts  in  Medicare 
pending  in  this  Congress,  I think  it’s  more  than  timely 
that  the  hitherto  whispered  subject  of  rationing  be 
brought  into  the  open  for  public  discussion  in  the  well 
of  Congress. 

The  present  national  health  policy  is  no  policy  at 
all;  and  its  discussion  has  been  hypocritical. 

“Hypocrisy,”  a wise  man  once  wrote,  “is  the  hom- 
age which  vice  pays  to  virtue.” 

We  have  not  been  able  to  face  the  truth  of  present 
and  future  rationing,  either  as  a nation  or  as  physicians. 
We  must  learn  to.  The  alternative  may  well  be  implicit 
in  what  AM  A Executive  Vice  President  James  H.  Sam- 
mons, M.D.,  said  in  an  interview  at  the  beginning  of 
this  year: 

“People  at  General  Motors  and  Ford  tell  me  that 
for  the  first  time  ever,  serious  conversations  are  oc- 
curring in  their  board  rooms  about  the  possibility  of 
endorsing  national  health  insurance  programs,  and  this 
is  a far  cry  from  their  positions  over  the  past  25  years. 
I’ve  heard  similar  reports  from  AT&T  and  other  big 
corporations.”  (American  Medical  News,  Jan.  13, 
1989,  pg.  9.) 

As  the  year  began,  many  of  the  advocates  of  national 
health  insurance  were  citing  the  growing  millions  of 
uncovered  Americans  as  evidence  of  the  need  for  fed- 
eralizing health  care  in  some  fashion. 

The  big  corporations  mentioned  by  Dr.  Sammons 
were  saying  that  they  had  diligently  tried  to  contain 
costs  but  that  so  many  American  employers  were  drop- 
ping health  insurance,  dependent  coverage  was  de- 
volving on  them,  nullifying  their  cost  containment 
measures.  Some  were  even  throwing  up  their  hands, 
as  Dr.  Sammons  noted,. and  saying  that  it  now  ap- 
peared that  the  only  solution  would  be  revolutionary 
federal  laws. 

This  should  deeply  concern  all  physicians.  It  may 
be  later  than  we  think.  El 
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Programs 

for 

Professionals 


Whether  you're  a recent  gradu- 
ate or  a well-established  practi- 
tioner looking  for  growth  or  plan- 
ning to  retire  within  the  next  ten 
years,  AFTCO  Associates  has  a 

• Practice  Acquisition  Program:  / program  for  you. 

Purchase  a practice  and  earn  over  a 

million  dollars  more  in  lifetime  earnings*  when  compared  to  starting  a new  practice. 

• Practice  Merger  Program:  Double  your  patient  base  without  increasing  overhead,  and 
have  the  opportunity  to  earn  passive  income.  Mergers  can  provide  an  average  of 500%  plus 
return  on  investment  the  first  year. 

• Earned  Equity  Program:  The  only  associateship  program  with  a virtually  100%  success 
rate.  Contractual  terms  meet  the  long-term  needs  of  BOTH  parties. 

• Pre-Sale  Program:  Allows  you  to  practice  less,  maintain  your  income,  protect  the  value 
of  your  practice,  and  improve  your  "Quality  of  Life"  NOW. 

• Career  Transition  Program:  Use  your  practice  as  a "transitional  tool."  Maintain  your 
income  while  changing  careers  or  businesses. 

For  professionalism,  integrity,  and  confidentiality,  call  AFTCO  today  and  see  for  yourself. 

"EQUITABLE  TRANSACTIONS  THROUGH  DUAL  REPRESENTATION" 

PRACTICE  SALES/MERGERS 
EQUITY  ASSOCIATESHIPS 
PRACTICE  APPRAISALS 
CONTRACT  SERVICES 
RELOCATIONS 
CAREER  ALTERNATIVES 


Serving  the  Needs  of  the  Healthcare  Professions  Since  1968 

3000  RA^RCHASE  GALLERIA,  SUITE  800  • BIRMINGHAM,  AL  35244 

(205)  985-3004 
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Mobile  Mammography  Screening 

Robert  J.  Stanley,  M.D.* 

Eva  Rubin,  M.D. 


There  is  no  cancer  screening  procedure  with  the 
capacity  to  save  as  many  lives  as  screening  mam- 
mography. However,  despite  the  fact  that  1 in  10 
women  gets  breast  cancer  and  the  fact  that  the  disease 
claims  the  life  of  a woman  every  13  minutes,  breast 
cancer  screening  is  underutilized  and  often  under- 
appreciated  in  this  country. 

The  mass  media  have  focused  considerable  attention 
on  breast  cancer.  The  disease  has  struck  prominent 
women  such  as  the  wives  of  two  recent  presidents. 
Awareness  among  women  has  increased  and  fears  of 
radiation  have  largely  abated  as  technology  has  al- 
lowed performance  of  high-quality  mammograms  at 
negligible  radiation  doses.  Even  so,  high  cost,  incon- 
venience, and  inconsistent  attitudes  among  physicians 
prevent  many  women  from  availing  themselves  of  this 
potentially  life-saving  examination. 

The  UAB  Mobile  Mammography  Unit  was  mod- 
elled after  similar  programs  have  been  successfully 
operating  in  cities  such  as  St.  Louis  and  San  Francisco. 
The  mobile  mammography  van  is  equipped  with  a 
state-of-the-art  mammography  machine  and  is  staffed 
by  two  highly  trained  and  compassionate  technolo- 
gists. Mammograms  are  processed  in  the  x-ray  de- 
partment at  the  UAB  outpatient  center  and  read  within 
24  hours  by  radiologists  with  special  interest  in  mam- 
mography. 

The  program  is  directed  at  asymptomatic  women  of 
appropriate  age  according  to  the  guidelines  of  the 
American  Cancer  Society.  Women  with  breast  com- 
plaints (other  than  tenderness)  and  those  already  en- 
rolled in  screening  programs  are  discouraged  from  us- 
ing the  van.  Free  screenings  at  public  health  clinics 
are  performed  at  least  once  a month. 

A sophisticated  computer  program  was  developed 
to  assure  rapid  reporting  of  results  to  the  physicain 
designated  by  the  patient.  The  woman  herself  also 
receives  a letter  indicating  whether  an  abnormality  is 
or  is  not  present  and  encouraging  her  to  have  a physical 
examination  performed  by  her  doctor  if  she  has  not 
already  done  so. 

The  physician  (and  patient,  if  requested  by  her  phy- 
sician) is  also  telephoned  for  all  highly  suspicious  re- 
sults. Women  with  abnormal  mammograms  for  whom 
additional  studies  are  recommended  are  informed  as 
to  what  studies  are  indicated,  why  they  are  being  re- 

*  Professor  am)  chairman.  Dept,  of  Radiology,  UAB.  University  Station.  Bir- 
mingham, AL  35294. 


quested  and  what  the  possible  significance  of  an  in- 
dividual finding  might  be. 

Despite  fears  to  the  contrary,  the  vast  majority  (80%) 
of  women  with  abnormal  results  return  to  their  com- 
munity physicians  for  follow-up.  Our  tracking  data 
reveal  that  while  most  women  obtain  the  recommended 
follow-up  examinations,  few  of  these  are  done  at  UAB. 
The  van  is  not  designed  to  perform  diagnostic,  as  op- 
posed to  screening,  breast  examinations. 

Such  examinations  require  the  active  participation 
of  a physician.  The  van  operation,  thus,  does  not  at- 
tempt to  duplicate  diagnostic  services  available  in  many 
communities  in  Alabama;  on  the  contrary,  its  effect  in 
most  instances  is  to  increase  demand  on  those  services 
as  well  as  to  increase  awareness  of  screening  mam- 
mography which  may  also  result  in  increased  demand 
for  screening  in  the  community  once  the  van  has  left. 

Of  27  biopsies  performed  among  the  first  2100 
women  screened,  20  (74%)  were  performed  at  insti- 
tutions other  than  UAB.  Thirteen  of  27  biopsies  (48%) 
revealed  breast  cancers  and  7 of  the  13  cancers  (54%) 
were  non-invasive  cancers  or  invasive  tumors  less  than 
1 cm  in  size.  These  women,  appropriately  treated,  can 
expect  to  be  cured. 

The  high  cancer  detection  rate  and  high  percentage 
of  small  breast  cancers  detected  indicate  that  the 
screening  has  been  sensitive  and  effective  while  the 
low  biopsy  rate  indicates  a high  level  of  specificity. 
The  expected  incidence  rate  of  breast  cancer  in  screened 
women  is  approximately  3:1000  while  the  prevalence 
rate  is  approximately  7:1000. 

One  would  expect,  in  a population  consisting  of 
asymptomatic  women  of  varying  age  including  some 
with  previous  mammograms  and  some  without,  a de- 
tection rate  intermediate  between  the  incident  and 
prevalent  rates.  The  UAB  detection  rate  of  6.2:1000 
fulfills  this  expectation. 

The  van  operation  has  been  well  accepted  among 
the  participants  surveyed.  It  has  encouraged  many 
women  to  have  mammograms  who  would  not  other- 
wise have  done  so  and  undoubtedly  has  saved  the  lives 
of  a few. 

Physician  attitudes  to  the  van  have  often  been  dis- 
couraging, many  physicians  viewing  the  operation  as 
an  encroachment  by  UAB.  Although  the  facts  do  not 
bear  out  the  fears  of  such  physicians,  it  is  such  political 
rather  than  medical  skirmishing  which  may  cause  many 
women  to  lose  the  battle  against  breast  cancer.  0 
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No  Need  to  Feel 
Helpless**. 


Few  things  elicit 
feelings  of  depression, 
rage,  helplessness  and 
exasperation  as  thor' 
oughly  as  receiving  suit 
papers  for  a malpractice 
claim.  This  physician 
suffered  just  such  an 
unpleasant  experience... 
but  his  odds  of  winning 
were  better  than  most. 
Why?  Because  his  profes- 
sional liability  insurance 
carrier  is  Insurance 
Corporation  of  America. 

The  circumstances  of 
this  claim  could  occur  and 
have  occurred  in  operating 
rooms  and  doctors’  offices 
everywhere.  A routine 
surgical  procedure  went 
sour  when,  for  no 
apparent  reason,  the 
patient  suffered  a cardiac 
arrest.  Prompt  and  proper 
attempts  at  resuscitation 
failed.  Our  physician  was 
sued  along  with  other 


surgeons  in  the  operating  room,  the 
primary  care  physician,  the  anesthe- 
siologist and  the  hospital. 


Subsequent  to  surgery,  it  was 
determined  the  patient  had  arrested  as  a 
result  of  an  allergic  reaction  to  the 
anesthesia.  Unlike  other  carriers 
involved,  who  settled  quickly  to  avoid 
costly  "'death  incident”  litigation,  ICA 
recognized  our  physician  was  not  at  fault. 
Fortunately  for  him,  ICA  is  dedicated  to 
the  strongest  claims  defense  possible. 
And  because  ICA  also  understands  that  a 
doctor’s  most  valuable  asset  is  his 
reputation,  protecting  it  becomes  our 
bottom  line. 


So  ICA  and  the  doctor  fought  alone  — 
and  at  ICA’s  expense.  ICA  in-house 
attorneys  screened  and  selected  local 
defense  attorneys  skilled  in  malpractice 
cases  and  familiar  with  the  judicial 
climate  of  the  region.  Then,  they  planned 
strategy,  investigated  the  facts,  and 
monitored  the  defense. 


INSURANCE  CORPORATION  OF  AMERICA 


Houston,  Texas 


713  (871-8100) 


During  discovery,  information 
was  released  indicating  the  pa- 
tient had  previously  undergone 
similar  surgery  under  anesthesia 
without  incident.  Because  of 
ICA’s  diligence  and  our  willing- 
ness to  exhaust  all  legal  remedies, 
the  jury  was  allowed  to  hear  the 
autopsy  report  as  well  as  the 
patient’s  past  medical  history. 
Those  defendants  who  settled 
quickly  never  had  an  oppor- 
tunity to  present  that  evidence. 
And  ultimately  our  insured  was 
exonerated. 


What  does  this  mean  to  the  doctor? 
He  leaves  the  courtroom  with  his 
reputation,  his  policy  limits  and  his 
checkbook  intact,  all  because  of  his 
partnership  with  ICA,  where  we  put 
reputation,  principles  and  dignity  ahead 
of  the  quick  fix.  The  reason  why? 
Because  ICA  is  people  who  care.  Period. 


lOV 


People  Who  Care 


OUTPATENT 

□AGNOSrC 

RADOjOGY 

CENTER 

. . ±tiLL  ins.  -HeucL^x 


NUCLEAR  MEDICINE 


Norwood  Clinic’s  Outpatient  Diagnostic  Radiology  Center  is  pleased  to  announce  the  ad- 
dition of  the  Nuclear  Medicine  Department  to  its  full-service  capabilities.  Located  on  the 
Third  Floor  of  Norwood  Clinic,  this  new  service  is  equipped  with  the  most  sophisticated 
technology  to  provide  a full  range  of  nuclear  medicine  studies,  including  SPECT  Imaging. 


• Nuclear  Medicine 250-8961 

• Magnetic  Resonance  Imaging 226-5100 

• C.T.  Scanning 250-6837 

• Ultrasonography 250-6830 

• General  Radiology 250-6830 


The  Board  Certified  radiologists  of  Norwood  Clinic  were  the  first  in  Alabama  to  establish 
a free-standing  diagnostic  imaging  facility  dedicated  exclusively  to  outpatient  radiologic 
testing.  By  providing  the  most  advanced  technology  available,  the  Outpatient  Diagnostic 
Radiology  Center  continues  its  commitment  to  a professional,  full  service  and  high 

quality  diagnostic  reporting  system. 

Alabama  Toll  Free 

1-800-272-6481 

(norwoddI 
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Hallucinations,  Delusions  and 
Things  That  Go  Bump 
in  the  Night 


Charles  H.  Smith,  M.D.* 


Abstract 

With  considerable  overlapping  and  no  little 
back  tracking,  the  writer  has  attempted  to  dis- 
cuss the  psychotic,  the  neurotic  and  the  victim 
of  Post  Traumatic  Stress  Disorder. 

Tolerance  of  overlapping  is  asked  of  the 
reader  since  it  exists  and  defies  our  wish  that 
these  three  miseries  could  be  seen  as  separate 
entities. 

Yet  they  are  sufficiently  separate  as  to  de- 
mand differing  therapeutic  approaches  so  it  is 
necessary  to  give  abbreviated  attention  to  ther- 
apies. 

Attention  is  given  to  medical  therapies  while 
they  are  labeled  secondary  to  psychotherapy. 
It  is  not  mentioned  but  should  be,  that  occa- 
sional exceptions  seem  to  exist. 

The  title  and  conclusion,  first  read  in  ado- 
lescence, seems  to  suggest  that  emotional  dis- 
orders have  been  with  us  for  quite  a long  while. 


Most  of  US  have  read  or  heard  that  exhortation 
pleading  protection  from  things  that  go  bump 
in  the  night  which  is  part  of  an  ancient  Scottish  prayer. 
A repetition  of  that  prayer  in  its  brief  entirety  can  wait. 

Our  interest  for  now  lies  in  the  fact  that  for  many 
chronic  psychotics,  things  go  bump  on  a nightly,  and 
often  daily,  basis  and  do  so  relentlessly  and  can  carry 
never  ending  fear  which  may  drive  the  patient  to  ex- 
tremes of  regression  or  the  ultimate  solution  of  suicide. 


* Psychiatry,  1909  Walnut  St.,  Montgomery,  AL  36106. 


It  is  difficult  to  compare  the  plight  of  the  psychotic 
to  that  of  any  other  patient.  That  patient  with  a terminal 
malignancy  will  physically  and  mentally  suffer  but  in 
nearly  all  instances  will  die  with  dignity.  None  of  us 
are  ignorant  of  the  implications  of  chemotherapy  or 
radiation;  should  we  be,  our  ignorance  will  be  soon 
relieved  by  the  attending  physician’s  chronic  and  in- 
curable tendency  to  retreat  three  steps  from  the  bedside 
and  discuss  in  detail  and  in  sotto  voce,  diagnosis  and 
most  unpleasant  of  possible  prognoses  with  another 
physician,  family  member  or,  for  that  matter,  the  I.  V. 
stand,  if  no  other  listener  is  at  hand.  There  is  really 
something  to  be  said  for  the  TV.  stand  as  it  does  not 
punctuate  one’s  monologue  with  silly  questions.  The 
physician’s  monologue  is  not  an  act  of  cruelty.  It  is 
our  own,  admittedly  eccentric,  way  of  relieving  our- 
selves of  guilt,  wasted  emotion  which  should  not  be 
present  at  all,  but  a penance  that  a physician  pays  for 
being  human.  As  the  patient  declines,  we  may  treat 
him/her  more  as  an  object,  less  as  a person.  The  pur- 
pose again  is  defensive.  The  physician  has  got  to  live 
to  fight  another  day.  One  might  sensibly  argue  that 
rather  than  converse  with  an  TV.  stand,  the  physician 
should  pull  a chair  to  the  patient’s  bedside  and  talk 
things  over  in  detail.  Some  do.  Others  don’t  because 
they  realize  their  limitations.  Only  so  many  losses  can 
be  sustained.  It  is  just  as  well  that  the  patient  does  not 
know  how  many  losses  have  come  before  and  neither 
patient  nor  doctor  can  anticipate  how  many  may  come 
again.  Yet,  few  patients  will  die  disliking  their  phy- 
sicians. 

Perhaps  the  TV.  stand  in  its  soundless  wisdom  is  a 
good  medium  of  communication.  It  was  there  before 
the  present  patient  and  will  be  there  afterwards.  It  is 
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sturdy,  strong  and  trustworthy.  It  has,  in  short,  those 
qualities  many  might  choose  as  a companion  for  dying. 
It  sits  (or  stands)  quietly  and  efficiently.  It  does  not 
ruffle  one’s  pillow  unnecessarily.  It  does  not  offer 
phony  reassurances  or  last  rites.  It  offers  only  empa- 
thetic  silence. 

We  have  spoken  briefly  of  the  patient  who  is  bound 
to  die  in  a relatively  short  period  of  time.  This  patient 
exists  in  sharp  contrast  to  the  chronic  psychotic  who 
may  sometimes  live  a lifetime  of  frightening  halluci- 
nations and  intermittent  delusions.  The  patient  with  a 
terminal  malignancy  will  learn  to  accept  death.  The 
chronic  psychotic  may  have  to  accept  life.  We  will  all 
have  to  accept  death.  Only  a few  physicians  must  learn 
to  accept  that  terrible  something  which  is  the  lot  of 
the  inadequately  treated  psychotic.  “Terrible  some- 
thing” sounds  a trifle  dramatic  so  the  reader  is  invited 
to  coin  his  own  definition.  The  psychotic  may  describe 
himself  as  living  in  a nightmare  and  comes  very  close 
to  hitting  the  mark. 

Terminology 

Even  lacking  words  to  define  our  patient’s  condi- 
tion, we  need  to  get  our  terms  straight,  insofar  as 
possible,  and  to  convey  these  terms  to  our  patient.  We 
may  receive  an  early  morning  phone  call  from  a patient 
telling  us  that  he/she  has  suffered  “delusions” 
throughout  the  night.  The  patient  has  probably  expe- 
rienced frightening  hallucinations.  We  tend  to  accept 
the  classical  notion  that  a delusion  is  “.  . . a belief 
voiced  by  a patient  which  is  both  untrue  and  uninflu- 
enceable  by  logic  or  evidence;  a fixed  idea.  . . .” 
Things  are  not  that  simple  and  classical  definitions 
may  sometimes  be  damned.  Our  patient  may  have 
experienced  both  hallucinations  and  delusions  during 
the  evening.  The  extent  to  which  the  delusion  is  a 
“fixed  idea”  is  largely  dependent  upon  the  mutual 
respect  and  affection  enjoyed  by  patient  and  doctor. 
The  patient  who  respects  his  doctor  has  delusions  which 
are  susceptible  to  alternative  suggestions,  but  not  direct 
attack. 

An  example  is  in  order  and  a true,  while  bizarre, 
one  which  should  serve  our  purpose.  A thirty-nine  year 
old  black  male  concluded  after  prolonged  marital  prob- 
lems that  he  was  being  held  in  bondage  by  a wife  who 
contaminated  his  food  with  products  of  her  monthly 
menses.  After  conveying  this  knowledge  to  his  family, 
he  was  quickly  escorted  by  them  to  the  hospital.  There 
he  received  antipsychotic  medication  which  he  con- 
cealed under  his  tongue  until  presented  an  opportunity 
to  spit  it  out.  He  spent  several  weeks  accepting,  con- 
cealing and  ejecting  medication  until  he  was  consid- 
ered “cured.”  This  Viet  Nam  veteran  was  returned  to 
outpatient  treatment.  It  was  learned  that  he  felt  no  fear 
or  intimidation  because  he  “saw”  himself  surrounded 
by  police  cars  whose  only  object  was  to  protect  him 
from  all  harm  which  might  befall  one  poisoned  by 


menstrual  substances.  Did  he  have  both  hallucinations 
and  delusions  of  grandeur?  If  not,  what  else?  The 
therapist  went  about  the  usual  business  of  offering 
alternative  conclusions  and  to  no  avail.  No  violent 
arguments.  No  reminders  to  the  patient  that  the  ther- 
apist had  seen  the  patient  through  periods  of  nearly 
total  disintegration.  One  does  not  exploit  his  patient, 
not  ever.  The  patient,  confident  in  his  own  delusion, 
smiled  and  nodded  agreeably  and  has  never  mentioned 
that  subject  which  resulted  in  hospitalization.  Has  the 
therapist  again  boiled  the  menstrual  pot?  Not  on  your 
life,  how  would  it  profit  the  patient?  Another  thing 
about  an  “untrue”  belief.  Just  how  does  the  therapist 
know  when  it  is  untrue?  A less  unpleasant  post  prandial 
subject  might  have  been  presented  but  there  is  no  sub- 
stitute for  the  real  thing.  The  writer  has  talked  to  more 
than  one  black  male  patient  who  takes  the  menstrual 
idea  quite  seriously.  It  seems  exclusive  to  our  black 
culture  and  seems  usually  mediated  through  a “hoo- 
doo” or  “root  doctor.”  It  is  also  an  example  of  a 
delusion  which  may  occur  in  a perfectly  sane  person, 
assuming  it  is  always  a delusion. 

There  is  an  anecdote,  probably  more  ancient  than 
the  Scottish  prayer  mentioned  which  undertakes  to  de- 
fine the  “classical”  delusion.  A growingly  frustrated 
physician  is  attempting  to  persuade  a patient  who  is 
convinced  that  he  is  dead,  that  this  cannot  be  the  case. 
He  asks  the  patient  whether  he  would  agree  that  dead 
men  don’t  bleed.  The  patient  possibly  humoring  his 
doctor  agrees  to  the  obvious.  The  physician  obtains 
an  alcohol  sponge,  cleans  the  patient’s  wrist  and  in- 
flicts a small  scratch,  raising  a drop  of  blood.  The 
patient  looks  throughtfully  at  the  drop  of  blood  and 
admits,  “I  was  wrong,  dead  men  do  bleed.” 

There  is  nothing  novel  in  acknowledging  that  the 
psychotic  may  and  does  simultaneously  have  delusions 
and  hallucinations.  It  would  be  surprising  if  things 
were  otherwise.  We  must  just  keep  in  mind  that  this 
is  fact  and  any  attempt  to  arbitrarily  and  artificially 
separate  delusions  and  hallucinations  is  only  going  to 
get  us  into  trouble.  One  or  the  other  may  predominate, 
perhaps  even  exist  alone  for  a time,  but  elements  of 
both  are  apt  to  be  present  quite  often. 

Certainly  we  see  patients  we  consider  paranoid  psy- 
chotics  who  appear  to  manifest  delusions  but  not  hal- 
lucinations. If  I am  convinced  that  X would  like  to  do 
me  harm,  then  it  is  “logical,”  not  hallucinatory,  when 
I believe  X is  making  plans  for  my  downfall.  One  may 
ask  what  difference  if  I “hear”  X plotting  against  me. 
Well,  possibly  quite  a bit  of  difference  to  X.  When  I 
receive  auditory  messages  from  X,  it  may  become 
urgent  that  I eliminate  him  in  self  defense.  On  the 
other  hand,  for  so  long  as  he  simply  wishes  me  harm 
because  of  his  inferiority,  I can  exercise  grandiose 
tolerance.  A distinction  between  delusion  alone  and 

continued  on  page  21 


18  / Alabama  Medicine,  The  Journal  of  MASA 


FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMY  MEDICINE. 

The  Army  has  more  sol- 
diers with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
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delusion  plus  hallucination  may  become  here  a matter 
of  life  and  death. 

Fear  of  Things  That  Go  Bump  in  the  Night: 

Psychotherapy 

Contrary  to  the  thinking  of  Freud,  it  is  not  always 
simple  to  distinguish  between  the  psychotic  and  neu- 
rotic. Possibly  as  good  a way  as  any  is  to  generalize 
that  the  psychotic  stays  awake  with  fear  while  the 
neurotic  sleeps  uncomfortably  with  frequent  night- 
mares, although  this  may  be  too  generalized  to  be  of 
much  value.  The  phobic,  the  panic  disorder,  experi- 
ence waking  and  sleeping  fear.  The  obsessive  com- 
pulsive has  severe  daytime  discomfort  but  may  report 
a satisfactory  pattern  of  sleep. 

Treatment  can  never  be  easy,  it  can  only  be  made 
to  sound  easy.  But  we  have  no  interest  in  the  creation 
of  illusions,  we  would  prefer  to  get  the  facts.  The 
usually  accepted  concept  of  treatment  for  psychotics 
is  to  pick  an  antipsychotic  which  will  keep  the  patient 
quietly  and  harmlessly  miserable.  This  is  all  the  ex- 
isting antipsychotics  can  do  and  all  they  can  presently 
be  expected  to  do.  A plus  for  society,  not  a great 
comfort  to  the  psychotic.  Psychotherapy  is  the  essen- 
tial current  “secret”  of  therapy  for  psychotics  just  as 
it  is  for  all  other  emotional  disorders.  What  do  we 
mean  by  psychotherapy?  An  essential  is  a bond  of 
mutual  trust  and  a genuine  but  not  always  totally  suc- 
cessful, effort  at  understanding.  Things  that  go  bump 
in  the  night  are  not  easily  understood  but  we  are  bound 
to  try.  And  we  are  bound  to  convey  to  the  patient  that 
we  are  trying  very  hard  to  understand.  This  is  about 
all  we  can  do  and  it  may  be  an  emotionally  exhausting 
effort.  If  the  patient  perceives  that  we  are  giving  our 
all,  we  may  earn  his  respect  and  that  is  completely 
necessary  to  successful  treatment.  This  may  be  termed 
transference  or  the  word  of  one’s  choice.  It  won’t 
matter  to  the  patient  and  shouldn’t  matter  to  the  ther- 
apist. It  is  simply  a necessity  for  productive  treatment. 
It  completely  transcends  the  choice  of  the  “right” 
medication.  The  “right”  medication  will  greatly  de- 
pend on  the  patient’s  degree  of  trust  in  his  therapist. 
Since  trust  does  not  develop  overnight,  it  can  generally 
be  recommended  that  no  change  in  Neuroleptics  be 
suggested  on  an  initial  visit  unless  clinical  observation 
demands  that  change  is  necessary. 

One  does  not  demean  the  Neuroleptics  in  suggesting 
that  their  value  is  limited  except  in  conjunction  with 
psychotherapy.  Choice  of  Neuroleptics  may  in  fact  be 
on  occasion  of  utmost  importance.  A carefully  selected 
such  medication  may  be  quite  useful  to  a given  patient 
and  entirely  useless  to  another,  even  another  with  sim- 
ilar symptoms.  Similar  symptoms  but  not  necessarily 
similar  personality  structures,  family  environments, 
developmental  histories,  chronicity,  education,  work 
histories,  support  systems,  aggressiveness  as  opposed 


to  passivity,  passivity  masking  potential  explosive- 
ness, physical  disabilities,  etc.  Even  the  ability  to  drive. 
What  does  the  ability  to  drive  have  to  do  with  any- 
thing? Simply  that  many  patients  find  that  a drive  does 
much  to  allay  anxiety.  These  patients  must  not  be  given 
medications  known  to  have  marked  sedative  side  ef- 
fects. Or  they  must  be  taught  to  carefully  evaluate  their 
own  feelings  regarding  sensations  of  sedation  and  the 
necessity  to  appreciate  possible  potentiation  of  alco- 
hol. How  does  one  assimilate  these  and  many  other 
factors  without  the  process  we  usually  call  psycho- 
therapy? It  does  not  seem  likely,  barring  blind  luck, 
that  we  can  make  anything  resembling  an  intelligent 
recommendation  of  medication  without  this  therapy. 

Psychotherapy  emerges  as  a time  consuming  and 
often  prolonged  affair  and  one  ideally  given  by  persons 
with  appropriate  educational  credentials.  Where  does 
this  leave  understaffed  and  overworked  mental  health 
clinics  which  often  have  only  occasional  access  to  a 
psychiatrist  and  this  only  for  the  purpose  of  prescribing 
or  renewing  orders  for  medication?  About  where  they 
have  always  been.  But  they  are  quite  essential  and 
often  perform  work  which  is  remarkably  good.  Oc- 
casionally they  screw  up  badly.  Just  about  like  the  rest 
of  us.  The  writer  is  less  certain  about  state  and  federal 
hospitals.  Both  are  better  staffed  or  at  least  possess 
more  bodies  owning  doctoral  degrees.  In  this  State, 
the  majority  are  minimally  conversant  with  the  English 
language,  a less  than  ideal  condition  in  dealing  with 
psychotic  patients  and  often  an  unfortunate  nutriment 
to  paranoia. 

The  writer  has  not  been  able  to  observe  any  differ- 
ence between  the  negative  reactions  of  black  and  white 
patients  toward  those  physicians  whose  native  lan- 
guage is  other  than  English.  Viewed  with  a particularly 
critical  eye  are  the  practices  of  the  VA  system,  eager 
to  admit  a veteran  for  good,  little  or  no  reason  there 
to  languish  for  months  at  considerable  public  expense. 
The  patient,  however,  who  is  doing  well  outside  the 
hospital  is  subject  to  urging  by  administrative  persons 
to  switch  to  a VA  physician  placing  him  at  consid- 
erable risk  of  hospital  return.  The  administrative  per- 
son offers  a rationale  that  this  will  save  “us”  money. 
“Us”  is  for  certain  not  the  taxpayer  who  wants  the 
patient  to  receive  competent  treatment  but  where  pos- 
sible, outside  the  confines  of  a hospital.  Is  “us,”  then 
“me,”  part  of  a group  seeking  brownie  points  within 
the  system?  If  not  this,  then  what  and  why?  If  prime 
interest  truly  is  the  patient,  why  not  let  be  that  patient 
who  is  functioning  outside  the  hospital?  Exploitation 
of  patients  for  personal  gain  is  more  than  just  reason 
for  expulsion  of  the  offending  physician  and  his  un- 
derlings from  the  entire  field  of  medicine.  It  is  de- 
manding of  such  expulsion. 

P.sychotics  and  Neurotics 

This  article  is  devoted  largely  to  psychotics  so  any 
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reference  to  the  neurotic  patient  should  be  viewed  as 
an  aside.  It  simply  happens  occasionally  that  while 
writing  of  one  sort  of  patient,  a contrast  or  similarity 
emerges.  This  was  the  case  when  it  was  mentioned 
that  the  psychotic  may  often  relieve  anxiety  by  taking 
a drive.  Almost  simultaneously,  it  came  to  mind  that, 
while  possibly  true  of  the  neurotic,  he  will  deny  it.  In 
the  grip  of  severe  anxiety,  the  neurotic  will  usually  go 
underground.  The  door  is  locked,  the  telephone  un- 
plugged. Anxiolytics,  if  available,  will  be  consumed 
possibly  or  probably  washed  down  by  Vodka.  Anti- 
depressants will  be  ignored.  With  reasonable  luck, 
several  hours  of  sleep  should  result  often  punctuated 
by  nightmares.  The  very  anxious  neurotic  won’t  sleep 
through  the  night.  In  fact,  his  night  may  have  begun 
in  the  morning.  He  wakes  feeling  shakier  than  ever 
and  having  missed  a meal  or  two.  He  reasons  a di- 
minished blood  sugar  but  will  not  cook  or  go  out  for 
food.  He  will  likely  have  chocolates  tucked  away  and 
after  eating  several  is  both  sugared,  caffeinated  and 
more  tremulous  than  ever.  He  repeats  anxiolytic.  Vodka 
and  back  to  bed.  A few  more  hours  and  awake.  He 
will  be  exhausted  but  less  anxious.  He  will  find  some- 
thing other  than  chocolate  to  eat.  He  will  reason  that 
if  he  is  to  get  up  in  the  morning,  he  would  do  well  to 
take  his  antidepressant,  he  doses  his  Vodka  with  care 
and  returns  to  sleep.  A bad  day  in  the  life  of  a neurotic. 
Not  an  unusual  one. 

Psychotics  in  treatment  almost  never  drink.  They 
may  have  a history  of  heavy  drinking  and  of  various 
drugs.  It  may  be  that  they  realize  upon  entering  therapy 
that  excessive  drinking  and  drugs  are  out.  Or  it  may 
be  because  they  are  told  this.  A few  cheat  but  only 
occasionally.  And  they  openly  repent.  Until  next  time. 
The  writer,  in  absence  of  substantial  history  from  pa- 
tient or  family,  does  not  often  place  repeated  emphasis 
on  total  abstinence  from  alcohol,  not  being  convinced 
that  such  emphasis  is  necessary.  If  the  “normal”  is 
allowed  a pre-dinner  beverage,  is  there  solid  reason  to 
stigmatize  the  ill  person  with  prohibition?  Might  such 
a prohibition  only  add  to  the  patient’s  feelings  of  dif- 
ference, of  wrongness?  We  seem  too  often  inclined  to 
assume  our  positions  of  authority  and  prohibit,  pro- 
hibit, say  no,  no,  scold  and  scold.  To  prohibit  and 
forbid  is  a necessary  and  painful  part  of  our  work.  A 
firm  no,  however  expressed,  is  often  mandatory.  But 
it  has  got  to  be  considered  within  the  context  of  benefit 
to  our  patient  as  opposed  to  damage  to  an  often  low, 
on  occasion,  miserably  low  self  esteem.  We  cannot 
run  any  risk  of  destroying  our  patient  through  petty 
scolding.  Scolding  may  be  necessary  but  it  may  need 
to  await  an  appropriate  moment. 

Moment,  as  opposed  to  time,  may  be  a key  to  good 
therapy.  When  one  realizes  he  should  have  made  an 
interpretation  last  week  which  he  made  this  week,  then 
he  is  a wee  late.  Probably  not  irreparable  but  certainly 
not  economical.  This  does  not  mean  that  an  ideal  mo- 
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ment  for  interpretation  can  be  reconstructed.  It  can’t. 

We  may  undo  our  lost  moment  through  persistent  head 
banging  against  the  resistance  created  through  our 
mental  lapse  (our  lost  moment).  Or  we  may  lose  our 
patient  to  a better  therapist.  But  never  to  a therapist 
who  has  not  had  lost  moments.  These  are  part  of  our 
humanity.  Our  humanity  may  be  the  most  difficult  of 
ourselves  to  accept.  It  is  not  a problem  exclusive  to 
the  psychotherapist.  It  pervades  medicine  to  the  delight 
and  sometimes  enrichment  of  the  lawyer. 

As  a student,  this  writer  had  the  privilege  of  spend- 
ing a few  months  on  the  service  of  his  surgery  de- 
partment chairman.  The  surgeon,  pupil  of  Oschner, 
degree  in  Bacteriology,  there  was  little  he  couldn’t 
teach.  Except  surgical  technique  which  was  somewhat 
better  than  mediocre.  Only  a mad  student  novice  would 
describe  the  technique  of  the  master  as  a bit  above 
medium.  Medical  students  are,  or  learn  to  be,  innate 
cowards  and  this  student  was  no  exception.  A junior 
medical  student  does  not  question  the  chief.  And  he 
was  not  known  for  sweetness  of  temper.  The  fearful 
student  was  not  a blind  student  and  despite  wishes  to 
the  contrary,  noted  in  abdominal  surgery,  what  seemed 
an  unusual  if  not  ungodly  incidence  of  ruptured  spleens. 
“Damn  spleen  was  enlarged  and  congested,  should 
have  taken  it  out  before  getting  to  the  gall  bladder, 
spleens  are  good  for  nothing  anyway.”  Quite  so,  in- 
deed and  absolutely.  Spleens  are  worthless.  The  ap- 
propriate clamp  was  already  in  the  hands  of  the  scrub 
nurse,  prepared  for  delivery  to  the  student  and  so  on. 

As  the  student  became  more  aware  of  that  abomi- 
nation which  is  the  spleen,  he  was  allowed  to  clamp 
the  artery  and  actually  participate  in  the  removal  of 
the  most  obnoxious  and  useless  of  organs.  What  of 
the  appendix?  Forget  it  if  you  wanted  to  graduate.  Most 
of  us  did.  To  hell  with  spleens  anyway.  But  what  was 
wondrous,  one  later  understood,  was  to  behold  a learned 
man  cursing  only  softly,  as  opposed  to  his  norm,  not 
flinging  instruments,  residents  or  students.  A man  of 
stature  acting  as  apologetically,  as  humanly  as  his  per- 
sonality would  permit.  In  fact,  as  weeks  went  by,  the 
student  came  to  know  him  as  a kindly  man,  possessed 
of  an  ideal  not  to  belittle  but  to  teach.  This  is  the 
experience  of  one  student,  probably  not  the  majority. 
False  humility,  i.e.,  brown  nosing,  he  recognized  in  i 
a moment.  It  might  be  that  he  respected  respect,  under- 
stood fear,  as  a pupil  of  Oschner  would,  and  felt  re-  ( 
laxed  in  practicing  his  art  of  teaching.  For  whatever  H 
reason,  he  taught  superbly.  L 

Moving  closer  to  comparison  and  contrast  of  the 
neurotic  and  psychotic,  the  going  is  difficult.  Freud’s 
explanation  that  the  psychotic  is  too  narcissistic  to  form 
a transference  and  is  therefore  immune  to  cure  is  ap- 
pealing in  its  simplicity  but  it  is  wrong.  Just  plain 
wrong  because  psychotics  are  not  incurable.  The  two 
groups  of  patients,  psychotic  and  neurotic,  are  as- 
suredly different  but  more  in  terms  of  affect,  of  feeling 


tone  and  initially  in  insight.  The  psychotic  enters  ther- 
apy with  a lack  of  insight  or  a multitude  of  mistaken 
insights  gleaned  from  reading  or  listening  to  the  ru- 
minations of  colleagues  in  illness,  possibly  a morbid 
synthesis  of  both.  The  transference,  insofar  as  it  is 
productive,  consists  of  the  patient’s  acceptance  of  the 
therapist’s  offer  of  mutuality  of  respect,  give  and  take 
of  thoughts  and  feelings.  But  it  is  a must  to  recall  that 
the  psychotic  is  first  a human  being  and  may  express 
a transference  in  any  of  its  various  forms.  His  trans- 
ference may  then  overlap  that  of  his  fellow  in  misery, 
the  neurotic.  Just  as  the  neurotic  may  hallucinate,  sug- 
gesting that  both  are  more  alike  than  different. 

Differences  are  there  and  it  is  clear  that  if  not  rec- 
ognized, they  will  lead  to  mistaken  diagnoses.  Intol- 
erable mistakes.  If  one,  for  example,  is  going  to  dull 
the  senses  with  an  antipsychotic,  this  should  be  done 
only  to  a person  who  is  psychotic  and  may  be  a danger 
to  self  and  others.  Not  to  say  that  a neurotic  in  a rage 
is  the  most  comfortable  of  companions.  Or  not  to  say 
that  the  person  earlier  regarded  as  neurotic  may  not 
cross  the  invisible  line  into  psychosis.  The  line  can  be 
crossed  in  either  direction.  The  psychotic  may  with 
time  and  treatment  ease  into  a state  that  appears  more 
neurotic  than  otherwise.  The  writer  has  felt  at  times 
that  this  is  the  psychotic’s  natural  course  to  cure.  It 
seems  a thought  worth  thinking  although  it  will  con- 
found what  we  were  taught  in  training  and  will  demand 
that  we  deliver  that  proper  interpretation  at  the  proper 
moment.  This  idea  is  neither  new  nor  outrageous.  The 
idea  that  a psychotic  may  come  to  resemble  the  ne- 
crotic is  a nuisance.  It  nullifies  what  most  of  us  were 
taught  in  school,  that  a course  of  ECT  or  a brief  and 
infrequent  medication  check  discharges  our  obligation 
to  the  psychotic.  It  never  has  and  it  never  will.  So  it 
is  a nuisance.  such  it  transcends  the  spleen.  Spleens 
are  fairly  easily  excised.  Demands  for  thought  linger 
like  some  chronic  infection  quietly  seeking  diagnosis 
and  cure. 

If  one  accepts  the  thought  that  neurotics  and  psy- 
chotics  may  both  change  roles,  they  are  at  a given  time 
still  different.  The  only  reason  so  far  offered  is  that 
they  provoke  a different  feeling  tone,  nothing  more 
than  an  assertion  that  the  physician  perceives  them  as 
different.  The  reader’s  attention  is  directed  to  the  mini- 
history of  the  bad  day  of  the  neurotic.  To  first  clarify 
what  will  be  obvious  to  most,  the  patient  is  female, 
not  male,  she  hallucinates.  She  sees  spots  of  leprosy 
on  arms  and  legs  during  her  morning  shower.  She  sees 
them  vividly.  She  can’t  describe  their  appearance  to 
the  satisfaction  of  a dermatologist  but  she  positively 
sees  them.  They  are  frightening.  Whether  as  fright- 
ening as  those  blurred  ghostly  images  which  more 
frequently  are  seen  by  the  psychotic  is  left  to  the  imag- 
ination. 

At  the  same  time,  the  neurotic  sees  leprous  lesions, 
she  is  entirely  aware  that  she  does  not  have  leprosy. 


hasn’t  and  won’t.  Rock  solid  insight  which  is  entirely 
worthless.  The  hallucinations  of  the  psychotic  in  treat- 
ment are  usually  different.  Are  you  still  hearing  voices? 
“Yes,  but  I know  they  exist  only  in  my  own  mind,  I 
just  ignore  them.  Why  go  out  of  my  way  to  make  myself 
crazy?’’  Has  the  psychotic  forgotten  that  he  is  re- 
sponding to  an  initial  suggestion  by  the  therapist  or 
does  he  actually  believe  he  is  non-responding  on  his 
own  initiative?  Who  cares?  The  assumption  by  the 
psychotic  that  he  is  the  primary  mover  in  his  improve- 
ment or  cure  seems  rather  universal  and  may  not  sat- 
isfy some  therapists’  need  for  ego  inflation.  This  should 
pose  no  questions.  If  there  is  a question,  the  answer 
is  evident.  The  therapist  in  need  of  a series  of  ego 
boosts  should  avoid  the  psychotic  and  not  only  out  of 
serx’ice  to  himself.  He  is  dangerous  to  the  psychotic, 
a patient  in  need  of  assistance  in  strengthening  ego 
structure,  not  able  to  spare  an  atom  of  ego  to  the 
therapist.  Sufficient  reason  why  the  psychotic  should 
be  kept  out  of  the  hands  of  the  average  internist  or 
family  practitioner,  not  an  absolute  reason  as  there  is 
no  such  being  as  an  “average”  physician  in  any  spe- 
cialty. Although  the  cured  or  improving  psychotic 
rightly  assumes  credit  for  his  progress,  he  does  not 
desert  his  therapist.  He  may  react  with  surprising  hos- 
tility to  any  person  interpreted  as  showing  criticism 
toward  his  physician  even  though  that  physician  may 
have  to  some  degree  outlived  his  usefulness.  This  will 
explain  the  limited  value  of  mental  health  clinics  and 
state  and  VA  systems.  The  psychotic  demands  and 
requires  his  own  therapist,  his  to  accept  or  reject,  but 
his. 

We  have  left  our  neurotic  in  the  shower  and  it  is 
time  to  figuratively  throw  in  the  towel.  Her  day  has 
just  begun  and  we  wish  her  a better  day  than  the  pre- 
ceding one.  It  is  one  of  an  occasional  work  day.  It 
begins  as  usual  with  ritualistic  prayers,  prayers  which 
will  be  repeated  until  bedtime.  Perhaps  they  will  ward 
off  panic  attacks  or  the  threat  of  such  attacks.  We  have 
neglected  to  mention  that  she  has  been  a victim  of 
these  attacks  since  adolescence.  And  agoraphobia.  And 
inevitably  depression. 

Breakfast  consists  of  one  miniature  of  Scotch,  maybe 
a bit  more.  Lunch  can  be  conveniently  dropped  into 
a purse.  Detrimental  to  going  to  work?  No,  essential. 
Her  job  is  one  which  involves  some  interpersonal  in- 
volvements. It  is  difficult  to  believe  that  her  anxiety 
and  panic  episodes  are  diminishing  ever  so  slowly.  It 
is  difficult  but  seems  to  be  fact.  It  is  not  in  the  least 
difficult  to  believe  that  her  depression  and  withdrawal 
are  becoming  increasing  problems.  Depression  is  tem- 
porarily alcohol  soluble  so  she  reports  improvement. 

Our  patient  was  raised  in  a strictly  rigidly  religious 
family,  convinced  and  convincing  in  their  ideas  of  right 
and  wrong.  Sin  is  sinful,  no  compromi.se.  Take  .sex. 
Or  rather,  stay  as  far  away  from  it  as  possible,  don’t 
run  the  risk  of  contracting  leprosy.  The  parents  are 
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still  alive  and  well  but  if  this  were  no  longer  true,  it 
probably  would  not  matter  a great  deal  to  the  well- 
being of  this  neurotic.  Perhaps  in  the  case  of  these  still 
vigorous  and  dominant  persons  it  could.  But  one  can’t 
simply  excise  undesirable  persons,  as  though  they  were, 
say,  spleens.  They  appear  healthy  enough  to  preside 
over  the  ultimate  destruction  of  the  patient.  Not  in  the 
sense  of  suicide,  in  the  sense  of  surrender.  So  simple 
to  move  home  and  say  “Yes,  mommy;  yes,  daddy,” 
only  under  the  breath  “you  bastards.”  She  fights  and 
may  succeed  but  the  seeds  of  surrender  are  there.  She 
knows  quite  well  that  she  can  avoid  capitulation  only 
through  continued  employment.  Rather  than  moving 
toward  full  time  work,  she  allows  her  psychasthenia 
to  decrease  her  working  hours. 

It  seems  almost  cruel  to  add  that  she  has  for  years 
suffered  an  hormonal  imbalance  and  has  consulted  nu- 
merous experts  in  this  field  with  numerous  therapeutic 
recommendations . 

She  is,  as  most,  sexually  inhibited.  Her  last  rela- 
tionship was  with  a man  twenty-five  years  her  senior, 
largely  content  to  sit  and  watch  television  and  grumble. 
When  she  rarely  undertakes  sex,  she  relapses  into  ritual 
prayer.  Reluctant  preference  for  older  men,  ritual  prayer 
= ? Oedipal  complex,  castration.  It  seems  reasonable, 
but  accurate  or  not,  that  it  will  be  a formidable  deter- 
rant  to  transference.  Throw  in  three  prior  unsuccessful 
marriages,  that’s  all,  just  throw  them  in. 

One  wonders  what  Freud  might  have  done  with  this 
person  who  belongs  to  his  era  and  one  draws  a blank. 
It  is  a struggle  to  maintain  a level  of  pessimism  below 
that  of  the  patient.  When  the  problem  is  solved,  the 
writer  is  prepared  to  receive  accolades  from  psychoan- 
alytic institutes  around  the  world,  but  not  holding  his 
breath.  It  is  exquisitely  painful  to  acknowledge  one’s 
helplessness  in  such  a situation.  Pain  may  be  recog- 
nized but  must  not  lead  to  feelings  of  guilt  or  intel- 
lectual helplessness.  The  more  difficult  the  patient,  the 
greater  the  demand  to  remain  alert.  The  patient’s  mo- 
ment may  come.  If  and  when  it  does,  and  if  it  is  not 
recognized  until  next  week,  living  with  one’s  self  could 
be  a difficult  thing.  A reader  might  ask  why  she  has 
not  been  seen  by  other  therapists,  had  psychological 
testing,  possibly  been  hospitalized.  She  has.  More 
therapists  and  more  hospitalizations?  Her  finances  are 
more  limited  than  inexhaustible.  A truth  with  most 
patients  and  not  one  likely  to  disappear  or  even  lessen. 
Few  are  able  to  budget  for  chronic  illness  of  any  sort. 

Post  Traumatic  Stress  Disorder:  Mid-point 
Between  Psychosis  and  Neurosis? 

Let’s  listen  to  a Marine  Viet  Nam  veteran.  He  was 
a career  soldier,  caught  in  heavy  combat  in  a war  he 
does  not  condemn.  He  joined  the  Marines  and  con- 
siders that  he  obligated  himself  to  combat.  He  is  a 
man  of  intelligence  who  considers  it  irrelevant  to  ru- 
minate over  the  moral  rightness  or  wrongness  of  that 


war.  A black  man  of  perhaps  six  feet  or  a bit  over, 
his  height  is  difficult  to  judge  because  he  walks  bent 
over  a homemade  walking  stick.  He  is  slender  up  from 
one  hundred  forty  to  one  hundred  fifty  pounds  since 
first  seen.  He  is  not  a thing  of  physical  beauty,  having 
scars  on  his  scalp  and  shrapnel  under  the  left  eye.  There 
is  a certain  beauty  in  the  keen  brown  eyes  and  ready 
smile,  attributes  which  are  not  revealed  to  the  stranger. 
He  lives  with  fear,  a fear  of  people,  residing  in  the 
country  as  far  removed  from  the  city  as  is  practical 
for  his  children’s  education. 

He  fears  Orientals,  “They  all  look  alike  to  me,  I 
don’t  know  which  might  be  VC.”  This  comment  strikes 
the  writer  as  a classic  southern  semantic  turnabout  but 
the  patient  explains.  “When  they  told  us  to  destroy  a 
village,  kill  the  women,  old  men  and  little  children 
and  bum  out  the  VC,  why,  we  did  what  we  were  told, 
that’s  what  we  were  trained  to  do.”  He  suggests  with- 
out exactly  saying  that  to  do  otherwise  would  be  trea- 
son. Still  this  basically  good  man  is  not  comfortable 
with  himself.  He  seeks  justification  in  talking  of  his 
children  who  regularly  make  the  A-B  Honor  Roll.  He 
further  explains  his  fear  of  Orientals.  “The  war’s  over 
and  I ain’t  got  nothing  against  them  but  I might  look 
different  and  they  might  remember  I killed  their  hus- 
bands or  wives  or  daddies.  ’ ’ This  is  a man  confounded 
by  his  illness  but  he  is  not  stupid  and  he  is  painfully 
honest  and  he  scorns  defense  mechanisms.  What  is 
the  therapist’s  reply?  “You  are  a cowardly  killer”; 
clearly  he  is  not.  “You  were  just  following  orders.” 
Obviously  he  was  but  he  is  not  any  longer  comforted 
by  that  explanation.  “Sometimes  how  in  the  hell  do 
you  know  what’s  right  and  what’s  wrong?”  This  is  an 
acceptable  response  from  the  therapist.  It  explains 
nothing  and  is  acceptable  precisely  because  it  explains 
nothing.  It  isn’t  deceptive,  it  is  only  a way  of  ac- 
knowledging that  the  therapist  shares  the  patient’s  con- 
fusion. 

One  would  think  that  this  Marine  has  suffered 
enough,  but  not  so.  He  became  more  heavily  involved 
in  combat  and  through  a process  of  decimation,  be- 
came his  platoon  leader.  His  platoon  was  ordered  to 
advance.  “All  those  little  boys,  just  out  of  school,  not 
hardly  older  than  my  own,  getting  shot  didn’t  seem 
right.  Wasn’t  nothing  I could  do  but  follow  orders.  I 
tell  you  sometimes  I wanted  to  mn  but  I looked  behind 
me  and  they  (elite  of  the  NVN  army)  was  there,  they 
was  all  around  so  I fought.”  One  guesses  he  fought 
very  well  taking  care  of  his  “little  boys,”  but  there 
is  no  intention  to  write  a war  story.  Physically  he 
survived  but  he  left  quite  a bit  of  himself  behind.  Only 
about  ten  percent  according  to  the  Veteran’s  Admin- 
istration. The  remaining  ninety  percent  hides  in  the 
country,  avoids  the  city  and  flees  at  the  sight  of  a 
stranger  and  lacks  sufficient  finances  to  properly  see 
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Where  do  physicians  turn 
for  financial  services? 


Address: 


□ YES!  I want  to  earn  high  current  money 
market  rates  while  enjoying  the  safety  and 
liquidity  of  the  AMA  Money  Fund. 

Please  send  me  more  complete  information, 
including  charges  and  expenses,  and  a free 
prospectus.  I will  read  the  prospectus 
carefully  before  investing. 


□ I also  want  to  save  money  on  next  year’s  taxes. 
Send  me  the  1989  edition  of  the  compact,  easy-to- 
use  Arthur  Young’s  Pocket  Tax  Highlights — FREE! 
Name: 


City: State Zip 

Phone:  { ] 

Best  time  to  call: 


AMA  Advisers,  Inc. . . . Investment  experts 
for  physicians  and  their  families  nationwide 

More  and  more  physicians  are  turning  to  AMA  Advisers,  Inc.  for  invest- 
ment expertise.  For  good  reasons. 

Specializing  in  serving  AMA  members  and  their  families,  AMA  Advisers, 
Inc.  offers  you  a complete  menu  of  investment  opportunities  tailored 
to  meet  your  individual  needs.  From  conservative  money  market  mutual 
funds  to  aggressive  growth  mutual  funds.  From  annuities  to  certificates 
of  deposit  and  an  impressive  array  of  retirement  plans. 

AMA  Money  Fund . . . 

Offering  you  both  safety  and  liquidity 

• High  Current  Money  Market  Rates— The  Fund  pays  dividends 
daily.  . . so  your  investment  grows  daily! 

• Liquidity — free  checkwriting  and  telephone  redemption 
privileges. 

• Safety— The  AMA  Money  Fund  invests  in  only  the 

highest  quality  money  marketing  obligations 
and  seeks  to  maintain  a constant  $1  per  share 
net  asset  value. 

• No  sales  charge — 100%  of  your  investment  is 
put  to  work  immediately.  The  fund  uses  a 
12b-l  plan  of  distribution. 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all 
your  investment  and  retirement  plan  needs. 

Send  the  coupon  today  or.  . .Call  toll-free 

1-800-262-3863! 

and  get  the  1989  Arthur  Young 
Pocket  Tax  Guide  Free! 


Mail  this  coupon  to: 
The  AMA  Group 
P.O.  Box  1923 
West  Chester, 

PA  19380-1923 


AMA  ADVISERS.  INC 
The  Financiil  Services  and  Invesiment 
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THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


ceTQclor 


Pulvules'S 
250  mg 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiratory  infections,  including  pneumonia, 
caused  by  Streptococcus  pneumortiae.  Haemophilus  tnlluemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci!. 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECtOR  should  BE  administered  cautiousiv  to  penicillin- 
SENSITIVE  patients  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY  POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old,  Ceclor  penetrates 
mother's  milk.  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patientsi 
Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal:  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome] 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever]  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reyersible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etioloqy 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukoc^e  count  (especially  in  infants  and 
children! 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• false-positive  tests  for  urinary  glucose  with  Benedict's  or  Fehling's 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape«  (glucose 
enzymatic  test  strip,  Lillyl,  loeioesii 

Additional  information  available  from  Pv  235i  amp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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after  his  family.  “I  tell  them  we  ain’t  got  the  money, 
they  say  OK,  don’t  worry,  but  I do  worry  and  feel 
bad.” 

What  else  of  this  and  many  other  veterans  of  similar 
experience?  They  get  to  sleep  late,  awaken  early  and 
their  sleep  is  interrupted  by  nightmares  or  nightmarish 
recollections  scarcely  distorted.  No  need  to  distinguish 
between  the  manifest  and  latent  content.  No  difference 
worthy  of  mention.  They  see  traumatic  experiences. 
They  don’t  recall,  they  see.  They  see  things  which  are 
not  happening  but  have  happened.  Are  they  halluci- 
nating? The  reader  may  decide.  ‘‘It’s  clear,  just  as 
clear  like  I was  there,  I smell  the  blood,  it’s  human 
blood.” 

Often  they  view  themselves  as  increasingly  brusque 
and  irritable  but  this  can  seldom  be  verified  through 
family  contacts. 

They  may  become  grossly  psychotic  and  one  is  prone 
to  wonder  whether  this  is  regression,  pure  and  simple, 
or  a ‘‘regressive”  step  toward  access  to  cure.  They 
will  not  show  those  alterations  in  affect,  associations 
and  thought  process  characterized  by  Schizophrenia 
and  should  not  be  labeled  Paranoid  Schizophrenic  al- 
though many  are  so  diagnosed.  They  don’t  respond 
favorably  to  Neuroleptics  and  medically  they  will  fare 
better  when  treated  as  neurotics. 

In  treatment  of  a person  suffering  from  a Traumatic 
Necrosis,  the  treating  person  may  allow  himself  path- 
ological optimism  based  on  early  medical  returns.  A 
little  sleep,  a little  relief  of  anxiety  and  depression 
produce  gratifying  returns.  Then  quite  suddenly  every- 
thing becomes  static.  It  is  time  to  quit  or  get  to  work. 
Work,  dissect,  repeat,  separate  fact  from  fantasy  or 
decide  there  is  no  need  to  bother,  interpret  or  decide 
interpretation  is  premature,  work  and  wait  for  the  mo- 
ment. 

Additional  Thoughts  on  Delusions  and 
Hallucinations 

Too  much  thinking  on  who  or  what  is  delusional 
could  quickly  lead  to  the  ridiculous.  The  atheist  must 
view  the  religious  person  as  deluded  and  it  follows 
that  the  reverse  must  be  true.  Someone  must  be  wrong, 
someone  has  a fixed  false  belief  and  such  a belief  has 
been  defined  as  a delusion.  Either  Protestants  or  Cath- 
olics are  “delusional.”  And  what  of  Jews?  One  school 
of  psychiatry  might  consider  another  as  suffering  from 
fixed  false  beliefs  and  so  on  and  on  until  we  all  emerge 
as  idiots,  bigots  or  both.  In  only  a few  sentences  we 
have  arrived  at  a state  of  reductio  ad  ahsurdum. 

Actually  we  embrace  the  notion  of  healthy  differ- 
ence of  opinion  and  most  would  consider  it  a part  of 
our  democracy.  We  take  some  pride  in  that  right  of 
self  expression  granted  us  by  the  First  Amendment 
even  while  we  recognize  that  it  may  be  abused  by 


some  of  our  people  and  institutions. 

We  have  our  imitators  and  we  welcome  them.  Glas- 
nost,  should  it  survive,  might  become  a sort  of  0.5st 
Soviet  Amendment. 

Matters  of  religion  and  politics  as  they  might  apply 
to  delusions  ought  to  be  left  to  experts,  of  which  the 
world  has  several  billion  (and  rising). 

We  have  sampled  a few  examples  of  what  delusions 
are  not.  But  our  purpose  ought  to  define,  at  least  within 
broad  and  acceptable  context,  what  delusions  are. 

Our  patients  can  lead  us  if  we  listen  to  them  and 
feel  with  them.  The  true  delusion  arises  from  fear,  not 
vague  apprehension  or  discomfort  but  the  kind  of  fear 
that  causes  the  skin  to  form  goose  flesh  and  the  teeth 
to  chatter.  This  is  fear  of  the  sort  that  allows  no  defense 
short  of  the  creation  of  delusions  which  may  be  par- 
anoid, grandiose  or  some  pathological  mixture.  This 
requires  a special  sort  of  fear,  one  of  rejection  or  rid- 
icule by  others.  We  can  tolerate  hurricanes  or  earth- 
quakes. But  not  rejection.  What  we  can  and  may  do 
is  launch  a preemptive  interpersonal  first  strike,  form 
the  ultimate  reaction  formation;  it  has  got  to  be  be- 
lievable enough  to  deceive  ourselves  and  others.  It 
must  be  a near  perfect  delusion.  Given  such  a delusion, 
we  may  exist  in  relative  comfort,  immune  to  the  dis- 
approval of  now  nonsignificant  others.  Simply  worded, 
such  a feat  sounds  simple.  But  how  often  it  can  be 
successfully  executed  seems  questionable.  One  would 
think  it  would  require  considerable  intelligence  in  com- 
bination with  the  instincts  of  a street  fighter,  the  type 
of  blend  to  be  found  in  possibly  a Stalin  or  a Hitler. 

Of  hallucinations,  only  a brief  observation.  It  is 
quite  necessary  to  distinguish  between  those  of  a pa- 
tient with  brain  damage  or  toxic  delirium  as  opposed 
to  those  of  the  patient  suffering  a functional  psychosis, 
e.g..  Schizophrenia.  It  is  also  quite  possible  to  ne- 
gotiate one’s  way  through  medical  school  without  hav- 
ing seen  both  types.  Finally,  one  may  graduate  having 
seen  both  but  never  having  been  told  that  he  has  seen 
both. 

The  difference  is  much  easier  to  point  out  in  the 
emergency  room  or  psychiatric  inpatient  setting  than 
to  put  into  words  in  the  absence  of  a patient.  Restricting 
comment  strictly  to  auditory  phenomena,  the  organic 
or  toxic  patient  may  hear  with  absolute  clarity  voices, 
music  or  whatever  he  is  hearing.  This  is  not  to  say  he 
accepts  them  as  real.  In  fact,  if  he  is  reasonably  intact, 
he  may  reject  their  reality  while  accepting  their  com- 
pelling clarity,  thus  confusing  a CNS  which  is  already 
in  poor  working  order. 

The  hallucinations  of  Schizophrenia  usually  are  much 
less  clear.  They  are  there,  no  question,  but  they  quietly 
intrude  themselves  upon  the  patient’s  awareness  rather 
than  explode  abruptly  into  his  consciousness.  Ex- 
plained in  this  way,  the  functional  hallucination  may 
.sound  almost  benign.  The  Schizophrenic  newly  turned 
psychotic  may  listen  to  soft  voices  and  for  a short  time 
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wonder  whether  he  is  truly  losing  his  sanity.  He  is. 
Very  quickly  the  voices  become  bold  and  assertive  and 
demand  that  the  patient  recognize  himself  as  worthless, 
take  his  life  or  that  of  another;  in  the  latter  instance, 
hallucination  and  delusion  may  come  to  combine  and 
someone  is  in  peril.  Or  so  it  would  seem.  The  writer 
has  not  had  a Schizophrenic  in  treatment  who  com- 
mitted murder.  But  there  are  many  Schizophrenics  who 
are  not  and  will  never  be  in  treatment  other  than  that 
provided  in  prison. 


Summary 

When  one  chooses  a title  which  allows  himself  free 
rein  to  run  the  gamut  of  psychopathology,  any  effort 
to  summarize  is  doomed  to  appear  as  even  more  clumsy 
than  the  original  article. 

Basically,  we  have  tried  to  discuss  Psychosis,  Neu- 
rosis and  Post  Traumatic  Stress  Disorder  as  interrelated 
entities. 

The  reader  will  probably  have  noticed  several  ref- 
erences to  “the  moment”  and  wondered  what  that 
strange  thing  is.  The  moment  could  be  described  as 
that  point  at  which  the  patient  realizes  that  his  therapist 
grasps  the  nature  and  enormity  of  the  problem.  That 
is  true  but  not  sufficient,  not  nearly  so.  During  “the 
moment”  the  patient  realizes  that  the  therapist  really 
appreciates  the  fiber  of  his  being,  his  fears  and  strengths 
and  his  human  worth.  Again,  not  good  enough  but  as 
close  as  words  will  allow  the  writer  to  come.  If  “the 
moment”  arrives,  the  treating  person  has  perceived 
this  patient’s  ego,  his  self  with  a clarity  immune  to 
argument.  He  can  humbly  say  “I  know  this  patient.” 
This  is  the  moment. 


Conclusion 

At  the  very  beginning,  reference  is  made  to  an  an- 
cient Scottish  prayer,  a copy  of  which  hangs  in  my 
bedroom.  It  is  not  tailored  to  meet  every  eventuality, 
but  is  satisfactory  for  those  who  cannot  afford  to  buy 
an  astrologist. 


“From  Ghoulies 
And  Ghosties 
Long  Leggity  Beasties 
And  Things  That 
Go  Bump  In  The 
Night 

Good  Lord  Deliver 

Us!”  B 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon-*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ’ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' '3.4  i tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10, 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  HEALTH  CARE  TEAM 
2100  16th  AVE.  SOUTH 
SUITE  303 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 

* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE. 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $27.00  for  30  words  or  less, 
plus  25  cents  for  each  additional  word,  payable  in 
advance.  Classified  displays  are  $25.00  per  column 
inch.  Ad  box  number  can  be  substituted  for  formal 
addresses  upon  request  at  a cost  of  $5.  Copy  deadline 
is  6 weeks  preceding  date  of  publication.  Send  copy 
to:  Advertising  Manager,  ALABAMA  MEDICINE, 
P.O.  Box  1900,  Montgomery,  Alabama  36102-1900. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


EMERGENCY  MEDICINE  — Immediate  opportunity  for  ER  Staff 
Physicians  and  Director  in  Southern  Alabama,  at  government  fa- 
cility. Excellent  compensation.  Additional  openings  available  in 
South  Carolina,  Kentucky,  and  Missouri.  Call  collect  (717)  825- 
2500  or  send  C.V.  to  AES,  Inc.,  P.O.  Box  2510,  Wilkes-Barre, 
PA  18703. 


FAMILY  PRACTICE  CLINIC  need  additional  physicians  to  begin 
immediately.  Guarantee  salary  with  incentive  bonus.  Malpractice 
insurance.  Little  night  call.  Wide  variety  of  adult  and  pediatric 
patients.  Flexible  schedule  allows  time  for  family  or  other  interests. 
Contact  R.  Robbins  (205)  353-6874.  Send  CV  to  R.  Robbins, 
P.O.  Box  5294,  Decatur,  AL  35601. 


PRACTICES  FOR  SALE  — Birmingham,  Mobile,  Huntsville  — 
high  quality,  grossing  $300, 0(X)  -I- , located  in  very  desirable  areas, 
excellent  staffs,  great  opportunities.  Call  Aftco  Associates  (205) 
985-3004  or  write  to  3()0  Riverchase  Galleria,  Suite  800,  Bir- 
mingham, AL  35244. 


PRACTICE  SALES  AND  APPRAISALS  — Aftco  Associates, 
established  in  1968,  is  the  largest  national  firm  specializing  in 
appraising  and  selling  health  care  practices.  On-site  appraisals 
optional.  Appraisal  fee  applied  toward  seller  commission,  if  sale 
desired.  35  offices  nationwide  to  serve  you.  Contact  Aftco  As- 
sociates, 3(X)0  Riverchase  Galleria,  Suite  800,  Birmingham,  AL 
35244  (205)  985-3004. 


PHYSICIAN  — COLLEGE  STUDENT  HEALTH  — Anticipated 
vacancy  in  the  near  future.  Full-time,  12  month  appointment, 
competitive  salary  with  strong  fringe  package  and  a double  re- 
tirement package  including  applying  active  military  service  to  re- 
tirement time.  Applicants  must  hold  or  be  eligible  for  Alabama 
license,  unrestricted  malpractice  insurance,  and  hold  a valid  D.E.A. 
number.  Current  private  practice  in  a primary  care  field,  specialty 
certification,  experience  in  student  health  field  will  add  additional 
weight  to  vitae.  For  more  information  write;  Director,  Russell 
Student  Health  Center,  P.O.  Box  870360,  University  of  Alabama, 
Tuscaloosa,  AL  35487-0360  or  call  (205)  348-6262.  The  Univer- 
sity of  Alabama  is  an  Equal  Opportunity,  Affirmative  Action  Em- 
ployer. 


INTERNIST  — BC/BE  Internist  needed  to  join  4 man  group  in 
Montgomery.  Salary  leading  to  partnership.  Send  CV  to  IMA, 
2055  E.  South  Blvd.,  Montgomery,  AL  361 16. 


UNIVERSITY  OF  ALABAMA  — Director,  Student  Health  Serv- 
ice. Responsible  for  management  of  Student  Health  Serviee  with 
staff  of  55  professionals  and  29-bed  hospital.  Requires  Doctor  of 
Medicine  degree  from  accredited  medical  school  approved  by  Al- 
abama Licensing  Board;  valid  unrestricted  Alabama  medical  li- 
cense; eligibility  for  unrestricted  malpractice  coverage  and  active 
DEA  number.  Administrative  experience  in  group  medical  or  stu- 
dent health  service  preferred.  Salary  competitive  with  generous 
benefits.  Letter  of  application  and  detailed  vita  should  include 
names  and  telephone  numbers  of  three  professional  references 
familiar  with  applicant’s  experience.  Review  of  candidates  will 
begin  March  20,  1989.  Send  applications  to:  Dr.  Charles  Brown, 
Assistant  Vice  President  for  Student  Affairs,  The  University  Vice 
President  for  Student  Affairs,  The  University  of  Alabama,  Box 
870116,  Tuscaloosa,  AL  35487-0116. 

Equal  opportunity lajfirmative  action  emfloyer 


Just  What  the  Doctor  Ordered 


IVS 


IV  SERVICES 


IV  Nutrition  Therapy  (TPN)  - tV  Antibiotic  Therapy 
tv  & Epidural  Analgesia  Therapy 
Enteral  Tube  Feedings  - Home  Infant  Photo  Therapy 
Home  tv  Therapy  by  Qualified  Staff 
Family/Patient  Instruction  and  Training 
All  Required  Supplies  - 24  Hour  Emergency  Service 
Home  Health  Agency  Referral 
Direct  Third  Party  Billing 


Corporate  Headquarters  842  Peachtree  St.,  Prattville,  AL  36067 
(205)361-1370  Answering  Service  (205)293-0934 
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EMERGENCY  MEDICINE  — Physician-managed  emergency  de- 
partment offering  immediate  placement  for  full  or  part-time  po- 
sitions for  ER  serving  220-bed  hospital  in  the  Gadsden,  Alabama 
area.  Annual  visits  running  22,000-1-.  Full  complement  of  spe- 
cialists, competitive  salary  and  liberal  benefits.  Applicants  should 
be  BC/BE  in  a primary  care  specialty  or  have  comparable  expe- 
rience. ACES/ AXES/ APES  preferred.  Send  CV  with  letter  of  in- 
terest to  100  Crestwood  Drive,  Birmingham,  AE  35213,  (205) 
871-5979. 


FPs  & IMs  DESPERATEEY  NEEDED  IN  BIRMINGHAM, 
MONTGOMERY,  AND  TUSCAEOOSA.  Compensation  & ben- 
efits more  than  competitive.  Send  CV  to  POB  6002,  Tuscaloosa, 
AE  35405. 


$250K  GUARANTEED  FIRST  YEAR  FOR  ORTHOPAEDIC 
SURGEON.  Eocated  in  lovely  town  of  20,000  (83,000  in  County) 
less  than  one  hour  from  large  metropolitan  city.  Office  and  fur- 
nishings state-of-the-art.  Solo  practice  with  coverage.  Send  CV  to 
POB  6002,  Tuscaloosa,  AE  35405. 


$5,000-$60,000;  FOR  PHYSICIANS  UNSECURED  Signature 
Eoans.  Available  for  Debt  Consolidation,  Investments,  Tuition, 
Relocations,  Purchase  of  Medical  Practices  or  any  need  including 
Taxes.  No  points  or  fees.  Competitive  rates.  Eevel  payments  up 
to  six  years.  No  prepayment  penalty.  For  application  call  Toll  Free 
1-800-331-4952,  Dept.  114,  MediVersal. 


FAMIEY  PRACTICE  — Busy  family  physician  in  Huntsville  seeks 
BC/BE  associate  to  work  into  long  term  relationship.  Emphasis 
on  wellness,  fitness  and  overall  quality  medicine.  No  OB.  Ex- 
cellent income  guarantee  and  benefits.  Contact  Hartline  Associ- 
ates, 5000  Einbar  Dr.  Suite  260  Nashville,  TN  372 1 1 or  call  collect 
615/781-2200. 


NATCHEZ,  MISSISSIPPI  — Seeking  director,  full-time  and  part- 
time  emergency  department  physicians  for  101  bed  hospital.  At- 
tractive compensation,  full  malpractice  insurance  coverage,  and 
benefit  package  available.  Contact:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Rd.,  Room  9,  Traverse  City,  Ml  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


NASHVIEEE,  Southeast:  Seeking  full-time  and  part-time  physi- 
cians for  growing  emergency  department.  Attractive  salary  and 
complete  malpractice  insurance  coverage.  Benefit  package  avail- 
able to  full-time  staff.  Contact:  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  9,  Traverse  City,  MI  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


PEDIATRICIAN  needed  to  direct  growth  of  established,  but  cur- 
rently unstaffed,  department  at  progressive  100-physician  multi- 
specialty clinic.  Board  Eligibility  required;  Board  Certification 
preferred.  Initial  guaranteed  salary;  benefits  package;  unlimited 
potential.  Send  C.V.,  in  confidence,  to  Administrator,  Norwood 
Clinic,  P.O.  Box  830230,  Birmingham,  AE  35283. 


AFFORDABLE  TERM  LIFE  INSURANCE  - 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 


premium  life: 

MALE  AGES 

$250^000 

$500,000 

$1,000,000 

25 

187.50 

325.00 

450.00 

30 

197.50 

345.00 

500.00 

35 

202.50 

355.00 

550.00 

40 

225.00 

400.00 

640.00 

45 

282.50 

490.00 

860.00 

50 

387.50 

700.00 

1,040.00 

55 

542.50 

1,035.00 

1,530.00 

60 

875.00 

1,700.00 

2,760.00 

65 

1,550.00 

3,000.00 

5,040.00 

Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A-f  ” by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile.  AL  36606  • (205)  476-1737 

Above  rates  are  provided  by  Ker^tucky  Central  Lile  and  Jackson  National  Life 
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For  faster  claims  payment, 
count  on  the  card’s  computer 

And  a terminal  in  your  office  that  com 
nects  you  to  Blue  Cross  and  Blue  Shield 
of  Alabama.  Your  claims  are  processed 
faster  and  more  efficiently  for  a better 
cash  flow.  There’s  nothing  to  sort,  sign 
or  mail.  Just  type  your  claims  into  the 
terminal.  Blue  Cross  and  Blue  Shield 
computer  claims  service  is  dependable, 
easy,  and  cost  effective.  Find  out  more 
about  Blue  Cross  and  Blue  Shield  daily 
computer  claims  service.  In  Birmingham, 
call  988'2588.  Or  write  us  at  Provider 
Services,  Blue  Cross  and  Blue  Shield 
of  Alabama,  450  Riverchase  Parkway 
East,  Birmingham,  Alabama  35298. 

CARRY  THE  CARING  CARD: 

Blue  Cross 


and 


Blue  Shield 

of  Alabama 


Registered  Marks  Blue  Cross  and  Blue  Shield  Association 
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Mrs  Robert  H.  Rhyne,  Jr. 
A-MASA  President 


Christmas  Challenge 


Christmas  1988  was  to  be  the  first  time  our  family 
had  not  been  together  for  the  holiday.  Our  second 
son,  Patrick,  was  stationed  in  Germany  as  a lieutenant 
in  the  Army.  He  had  been  there  since  last  February 
and  was  not  expected  to  get  home  before  next  August. 
A friend  of  mine  suggested  that  we  should  just  go  over 
there!  The  more  I thought  about  it  the  better  it  sounded. 
I began  to  look  for  ticket  bargains  and  we  decided  to 
let  the  trip  be  each  one’s  Christmas  present.  Also,  it 
was  agreed  that  we  would  not  go  if  our  son,  Robin, 
could  not  get  off  work  to  go  too.  It  did  not  seem  right 
to  leave  one  to  go  see  the  other. 

We  flew  from  Nashville  at  12:45  P.M.  and  landed 
in  Frankfurt  at  1:00  A.M.  our  time  (8:00  A.M.  their 
time).  Some  12  hours  later  we  finally  got  to  our  room 
at  the  Officers’  Club  and  when  we  turned  the  TV  on 
the  first  thing  we  saw  was  the  news  about  the  Pan  Am 
jet  that  was  bombed  over  Scotland.  So  much,  forget- 
ting a small  dark  cloud  stationed  directly  overhead. 

In  five  minutes  after  leaving  the  airport  we  were  on 
their  interstate  system  (autobahn)  and  I was  too  fright- 
ened to  talk  to  Patrick  a lot.  The  trucks  in  the  right 
hand  lane  were  going  about  60  miles  per  hour,  the 
cars  in  the  middle  lane  were  moving  along  at  the  70- 
80  m.p.h.  range  and  those  in  the  left  lane  were  going 
so  fast  I could  barely  read  their  tag  numbers!  I did 
notice  that  the  right  of  way  was  neatly  mowed  and  not 
a speck  of  paper  or  a single  can  or  bottle  was  in  sight. 

We  checked  into  the  Officers’  Cub  to  find  a TV 
with  only  one  channel  and  only  military  commercials, 
a bath  down  the  hall,  water  with  too  many  minerals 
to  drink,  a German  maid  and  no  other  guests  but  the 
two  of  us  on  Christmas  Eve  and  Christmas  Day.  The 
Club  was  u.sed  by  the  German  air  force  officers  during 
the  war  and  it  had  a tunnel  going  to  the  adminstrative 
buildings  that  was  big  enough  to  drive  a truck  through. 
There  was  an  air  strip  which  the  Germans  flooded 


during  the  day  so  that  when  our  planes  photographed 
the  area  it  looked  like  a lake.  Then  at  night  it  was 
drained  and  used  by  their  air  force.  One  day  the  Allies 
took  pictures  of  the  region  and  noticed  a cow  and  some 
sheep  standing  in  the  middle  of  the  lake.  That  created 
suspicions.  Their  fighter  planes  were  in  undergound 
hangers  and  now  they  are  still  there  but  bricked  up. 

The  beautiful  country-side  was  not  interrupted  by 
homes  or  barns.  Homes  were  clustered  very  close  to 
each  other  with  no  front  yards  and  separated  by  narrow 
streets.  The  backyard  was  used  to  grow  vegetables, 
pigs  and  cows.  The  landscape  was  rolling  hills  and 
well  tended.  Even  the  steepest  hills  were  cultivated  — 
usually  with  vineyards.  A peculiar  site  was  to  see  the 
rows  of  grapevines  growing  straight  up  the  hill.  We 
thought  that  would  cause  the  land  to  wash  away.  It 
was  explained  to  us  that  the  tractors  would  turn  over 
if  they  tried  to  go  around  the  hillside.  Also,  when  the 
rows  were  vertical,  the  cold  air  would  not  be  trapped 
between  the  rows  and  the  warm  air  could  rise  up  the 
vineyard  through  the  middles. 

Their  churches  were  awesome.  In  Numberg  there 
is  a huge  church  with  spires,  statues,  stained  glass  and 
beautiful  carvings  inside  and  out  on  the  trim  work. 
Pictures  were  on  display  of  the  building  after  the  bomb- 
ings but  they  did  a fantastic  job  of  rebuilding  it.  A 
small  church  outside  the  small  town  of  Kitsinzen  ap- 
peared to  have  been  untouched  by  the  war.  It  would 
have  been  a pity  to  disturb  it.  I had  the  feeling  that  it 
was  200  years  old  and  each  generation  had  added  its 
touch  of  art  and  elegance. 

Patrick  rents  the  downstairs  part  of  a German  fam- 
ily’s home  and  they  invited  us  to  share  Christmas  din- 
ner with  them.  Apparently,  it  is  most  unusual  for  them 
to  invite  strangers  to  such  a meal.  But,  what  a treat! 
The  wife  stayed  between  the  table  and  the  kitchen  and 
mostly  in  the  kitchen.  It’s  their  custom.  She  served 
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red  cabbage,  potato  “balls,”  green  beans,  green  salad, 
baked  turkey  and  a lot  of  wine.  Then  there  was  coffee 
and  a variety  of  pastries.  We  enjoyed  the  meal  so  much 
with  all  of  its  uniqueness  and,  especially,  since  all  of 
the  family  was  together. 

The  landlord  was  a paratrooper  in  the  war  at  the 
beginning  but  was  transferred  to  rocket  launching.  The 
Russians  captured  him  and  took  him  to  Moscow.  He 
would  shovel  snow  off  the  steps  of  government  build- 
ings in  the  winter  and  cut  timber  in  the  warmer  months. 
Three  years  after  the  war  they  let  him  come  home.  By 
then  he  weighed  80  pounds.  Now  he  must  weight  three 
times  that  amount. 

I cooked  chili  for  us  to  eat  during  the  half-time  of 
the  Alabama  vs.  Army  game  which  we  got  on  the  TV 
live  at  6:00  P.M.  on  Christmas  Eve.  The  rest  of  the 
time  we  ate  out  and  looked  forward  to  the  German 
food.  Could  not  always  pronounce  what  we  were  eat- 
ing but  we  learned  to  say  delicious  with  our  mouth 
full.  The  language  was  not  too  much  of  a barrier  and 
it  was  fun.  Once  Lindy  ordered  six  sausages  with  kraut 
and  Robin  asked  for  “same.”  Apparently,  the  German 
word  for  ten  sounds  enough  like  “same”  that  he  re- 
ceived ten  sausages.  We  had  to  help  him  finish  them. 

Christmas  decorations  were  beautiful  but  not  elab- 
orate. They  use  a great  deal  of  greenery.  The  streets 
were  crowded  but  people  were  not  in  an  obvious  hurry. 


We  found  prices  to  be  within  reason  and  some  clothing 
was  a bargain.  Numerous  booths  were  set  up  in  the 
open  areas  to  sell  Christmas  tree  ornaments.  Angel  ! 
dolls  to  place  at  the  top  of  the  tree  were  gorgeous  and  i 
ranged  in  price  from  50  dollars  to  hundreds.  Promptly,  , 
at  2:00  P.M.  on  Christmas  Eve  the  stores  closed  and 
suddenly  the  streets  looked  like  they  do  here  at  day- 
break on  Sunday  morning. 

As  a mother,  I could  come  home  and  not  worry 
quite  so  much  about  Patrick  now  that  I had  checked 
out  his  apartment,  met  some  of  the  people  he  worked 
with  and  saw  that  he  was  enjoying  his  assignment. 
The  airport  security  was  much  tighter  and  more  re-  ■ 
assuring  on  the  way  back.  They  wanted  to  know  if  we  i 
packed  our  bags,  had  anyone  else  had  access  to  them,  i 
were  we  taking  any  packages  back  for  anybody  and  1 
were  there  any  objects  that  could  be  used  as  a weapon.  ' 
Out  over  the  Atlantic  they  paged  for  a doctor  to  come  *i 
to  the  first  class  section.  Bob  went  up  front  and  tried  I 
to  reassure  a hurting  off-duty  pilot  and  the  crew  about  I 
what  appeared  to  be  a kidney  stone  attack.  ' 

When  your  family  is  separated  at  the  Holidays  it  is  | 
difficult  to  not  rise  to  the  challenge  of  getting  them 
all  together  to  make  sure  they  are  fed  and  loved.  E 
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Burt  F.  Taylor,  M.D.,  who  takes  office  this  month  in  Tuscaloosa 
as  the  1989-90  President  of  MASA,  is  the  personification  of  the 
iron  fist  in  the  velvet  glove.  Quiet  and  reserved,  he  avoids  petty 
quarrels  but  is  a virtually  irresistible  force  when  driven  by  an  issue 
close  to  his  heart.  He  was  a major  factor  in  the  tort  reform  movement. 
A native  of  Tennessee,  he  seemed  headed  for  the  first  class  of  the 
Air  Force  Academy  but  turned  to  medicine  under  the  goading  of 
his  grandmother.  Page  9. 
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The  Long,  Unbroken  Line 


Somewhere  back  in  the  19th  century,  the  movers 
and  shakers  who  created  your  state  association 
concluded  that  changing  horses  in  mid-stream  was  not 
an  act  of  prudence. 

After  all,  the  expression,  while  quaint  to  us,  was 
real  to  them:  they  knew  all  too  well  the  perils  of  switch- 
ing steeds  in  this  fashion  as  they  rushed  to  bedside  or 
I to  meeting  place. 

( Accordingly,  they  provided,  in  their  wisdom,  for 
I continuity  in  all  affairs  of  the  Association.  The  Chair- 
: man  of  the  Board  of  Censors  is  selected  by  the  Board 
1 from  its  own  constituency.  A Chairman  is  thus  fully 
^ versed  in  all  the  ongoing  problems  and  concerns  of 
the  Association. 

In  similar  fashion,  your  President  actually  serves 
three  years  in  the  office  — as  the  President-elect,  dur- 
ing which  year  he  sits  as  a voting  member  of  the  Board 
of  Censors;  as  the  President,  during  which  term  he 
also  remains  on  the  Board;  and  for  a year  after  as  the 
Immediate  Past-President,  still  on  the  Board. 

This  even  and  continuous  flow  assures  you  that  a 
President  will  benefit  by  the  experience  of  his  pred- 
ecessor and  will  in  turn  be  around  for  a year  after  his 
own  term  to  avoid  any  discontinuity  in  association 
affairs. 

It  works  beautifully.  As  William  A.  Leitner,  M.D., 
concludes  a splendid  year  of  service  this  month  at 
annual  session  in  Tuscaloosa,  he  passes  the  gavel  to 
your  1989-90  President,  Burt  F.  Taylor,  M.D.,  of 
Mobile,  who  has  already  been  on  board  for  a year 
preparing  for  his  role. 


Similarly,  your  Counsellors  and  Delegates  will 
choose,  on  April  16,  a President-elect  to  begin  his  year 
of  prep  school  on  the  Board,  at  Dr.  Leitner  moves  into 
the  Immediate  Past-President’s  chair  to  assist  his  suc- 
cessors. All  this  meshes  so  nicely  I wish  I had  invented 
it. 

Elsewhere  in  Alabama  Medicine  this  month  you  will 
find  Bill  McDonald’s  profile  of  your  1989-90  Presi- 
dent, Dr.  Taylor.  I believe  you  will  find  his  incisive 
thoughts,  expressed  in  the  traditional  interview  on  the 
eve  of  his  taking  office,  of  usual  interest. 

Dr.  Taylor  won  his  spurs  in  his  state  as  the  tireless 
stump  speaker  for  tort  reform  all  over  Alabama.  He 
devoted  many,  many  hours  and  long  nights  to  traveling 
to  city  and  hamlet  to  carry  the  urgent  message  that  tort 
reform  was  absolutely  essential  to  the  survival  of  prac- 
tice freedom. 

Dr.  Taylor  is  like  that:  when  he  believes  in  some- 
thing, he  knows  no  other  approach  than  to  give  1 10% 
to  the  cause.  His  new  concern,  one  that  has  been  trou- 
bling him  for  years,  is  the  splintering  of  organized 
medicine  into  specialty  groups  which  have  become, 
he  believes,  too  detached  from  the  whole  to  provide 
the  political  clout  and  cohesive  purpose  that  American 
physicians  need  now  more  than  ever. 

From  a Tennessee  childhood  through  specialty  train- 
ing in  Chicago  to  17  years  of  private  practice  in  Mo- 
bile, Dr.  Taylor  brings  with  him  to  the  MASA  pres- 
idency an  unusual  sense  of  mission  and  commitment. 

If  Winston  Churchill  could  say,  as  he  did,  that  the 
battle  of  Britain  “was  won  on  the  playing  fields  of 


Eton,”  I think  you  might  see  in  the  profile  of  Dr. 
Taylor  evidence  that  he  developed  his  own  drive  for 
righting  wrongs  on  the  playing  fields  of  Sewanee  Mil- 
itary School. 

But  for  the  constant  propaganda  of  his  grandmother 
he  might  have  carried  his  keenly  honed  sense  of  duty 
and  honor  to  the  first  class  of  the  Air  Force  Academy 
instead  of  into  medicine. 

His  profile  and  interview  make  a compelling  case 
for  his  MAS  A leadership  at  this  peril  point  in  history. 
I commend  it  to  your  attention.  0 


IVS 


IV  SERVICES 


IV  Nutrition  Therapy  (TPN)  - IV  Antibiotic  Therapy 
IV  & Epidural  Analgesia  Therapy 
Enteral  Tube  Feedings  - Home  Infant  Photo  Therapy 
Home  IV  therapy  by  Qualified  Staff 
Family/Patient  Instruction  and  Training 
All  Required  Supplies  - 24  Hour  Emergency  Service 
Home  Health  Agency  Referral 
Direct  Third  Party  Billing 


Corporate  Headquarters  842  Peachtree  St.,  Prattville,  AL  36067 
(205)361-1370  Answering  Service  (205)293-0934 


ARAFATE* 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  Howevet 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity.  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment 
Mutagenicity  studies  were  not  conducted. 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose.  Risks  associated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  suaalfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination, 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1712-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088- 1712-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1712  bracketed  by  Cs  on  the  other.  Issued  1/87 
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Caramte®  for  the 
ulcer-prone  NSAID  patient 


Aspirin  and  other  nonsteroidal  anti-inflammatory  drugs  weaken 

mucosal  defenses,  which  may  lead  NSAID  ^^^^^®users  to  become 
prone  to  duodenal  ulcers?  For  those  NSAID  users  who  do 

develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 
therapy.  Carafate  rebuilds  mucosal  defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  ^therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


ARAFATE 


sucralfate/Marion 

Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page 
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I out  of  2 teens  in  America  has  taken  drugs 
1 out  of  2 parents  doesn't  see  it. 


See,  the  Washingtons  think  it’s 
the  Smith  kid.  The  Smiths  think 
it’s  the  Sanchez  kid.  Maybe  the 
Sanchezes  think  it’s  your  kid. 

Maybe  it  is  your  kid. 

Find  out.  Thlk  to  your  kids.  Tell  ’em 
the  dangers  of  di’ugs.  Tell  ’em 
how  to  handle  peer  pressure. 


Tell  ’em  you  care.  It’s  not  easy.  But 
I can  help.  So  write  me,  McGriiff, 
EO.  Box  362,  Washington,  D.C. 
20044. 

Don’t  let  your  kids  take  a powder. 
Or  anything  else. 

Together,  we  can  help  Thke  a Bite 
out  of  Crime. 


TAKE  A BITE  OUT  OF 


A message  1 pom  the  Crime  Prevention  Coalition,  the  U S Department  of  Justice,  and  the  Advertising  Council  1988  National  Crime  Prevention  Council 
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William  A.  Leitner,  M.D. 
President,  MASA 


Thanks  for  the  Memories 


With  this  report,  I come  to  the  end  of  my  year  as 
President  of  the  Medical  Association  of  the  State 
of  Alabama. 

It  has  been  a quieter  year  than  anticipated: 

• A year  in  which  we  experienced  our  most  suc- 
cessful legislative  session,  yet  suffered  our  most  dis- 
appointing political  setback  (The  Supreme  Court  races); 

• A year  in  which  much  time  and  energy  were 
devoted  to  the  Resource-Based  Relative  Value  Sched- 
ule, a project  which  we  will  now  follow  with  interest 
as  it  makes  its  way  to  and  possibly  through  the  Con- 
gress; 

• A year  in  which  the  depth  of  the  problem  of 
indigent  health  care  in  Alabama  was  driven  home  by 
an  ad  hoc  committee,  with  its  report  delivered  in  De- 
cember. 

Out  of  that  report  will  come  important  policies  which 
will  require  that  the  Association  take  stances  that  may 
not  always  be  popular,  though  they  represent  the  public 
good.  At  this  writing,  some  of  these  policies  are  being 
submitted  to  the  College  of  Counsellors  and  the  House 
of  Delegates. 

As  I look  back  upon  this  year  I wish  to  say  “thank 
you”  to  a number  of  people.  First  to  you,  the  members 
of  the  Association,  for  the  privilege  of  serving  as  your 
President.  It  has  been  the  single  highest  honor  of  my 
life,  and  an  experience  I will  never  forget. 

I wish  to  thank  the  members  of  the  Board  of  Censors 
and  the  other  officers  of  the  Association  for  their  sup- 
port, their  involvement,  and  their  interest  in  Associ- 
ation affairs.  Our  Board  is  a quiet,  dedicated  group. 


which  goes  about  the  business  of  protecting  your  af- 
fairs in  a serious  and  professional  manner.  It  has  been 
a pleasure  and  inspiration  to  be  associated  with  them. 

A special  thanks  is  due  Mr.  Lon  Conner,  Executive 
Director,  and  the  members  of  his  staff,  without  whom 
little  or  nothing  would  be  accomplished: 

• Mr.  Richard  Whitaker,  government  affairs  direc- 
tor, for  his  navigation  through  troubled  political  waters; 

• Dr.  George  Getting  for  his  continued  excellent 
performance  in  heading  up  the  division  of  education; 

• Mr.  Wendell  Morgan,  legal  counsel  who  con- 
stantly has  kept  us  out  of  trouble; 

• Mr.  Emmett  Wyatt  for  his  handling  of  member 
affairs; 

• Mr.  Holley  Midgley  for  his  guidance  of  the  MASA 
public  relations  department  from  infancy  to  an  effec- 
tive instrument; 

• And,  of  course,  a special  thanks  to  Bill  Mc- 
Donald, head  of  Communications,  for  helping  me  turn 
clumsy  thoughts  and  clumsier  sentences  into  readable 
prose. 

I leave  knowing  that  there  are  more  problems  to  be 
solved  than  have  been  solved,  but  secure  in  the  knowl- 
edge that  the  Association  will  be  in  good  hands  when 
my  successor,  Burt  Taylor,  takes  the  helm.  With  his 
insight  and  his  drive  he  will  make  you  an  outstanding 
President. 

As  I depart  from  this  office,  I am  completing  10 
years  of  service  in  organized  medicine  in  Alabama  in 
a number  of  capacities,  and  I have  enjoyed  all  of  it. 
1 am  happy  to  note  that  there  are  numerous  young 
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physicians  who  have  expressed  an  interest  in  the  func- 
tions of  organized  medicine  in  our  state,  more  than 
enough  talent  to  carry  the  Association  forward. 

The  purpose  of  the  columns  in  Alabama  Medicine 
over  the  past  12  months  has  been  to  stimulate  your 
thinking  about  the  problems  which  face  medicine  to- 
day. We  have  chosen  subjects  which  we  hope  were 
timely,  appropriate  and  thought-provoking. 

We  also  hope  they  served  to  make  you  realize  that 
ours  remains  a noble  profession,  worthy  of  much  of 
the  adoration  it  has  enjoyed  but  undeserving  of  some 
of  the  criticism  which  seems  to  flow  so  freely  of  late. 

There  remain  a few  thoughts  which  I wish  to  ex- 
press: 

• Isn’t  it  interesting  how  a group  which  has  been 
selected  predominately  on  the  basis  of  intellectual  abil- 
ity and  academic  achievement  can  be  subjected  to  such 
intense  scrutiny  and  such  exclamations  of  dissatisfac- 
tion, often  by  those  who  were  not  candidates  for  mem- 
bership in  the  profession? 

• Physicians  have  never  been  very  good  at  orga- 
nized activity.  We  are  trained  to  be  independent  think- 
ers and  to  act  independently.  It  has  been  essential  to 
our  profession  to  have  the  courage  of  one’s  convic- 
tions. 

• Now,  however,  it  is  apparent  that  one  key  to  suc- 
cess in  dealing  with  other  parties  who  interact  in  the 
field  of  health  care  organization. 

• We  must  learn  to  subvert  our  individual  desires 
to  the  good  of  the  group.  Some  personal  sacrifice  will 
be  required,  but  the  long-term  outcome  is  certainly 
worth  the  effort. 

• We  will  be  heard  only  when  we  speak  in  unison, 
and  not  as  thousands  of  separate  voices. 

In  closing,  I offer  this  quote,  which  though  extreme, 
illustrates  our  first  and  most  important  duty: 


“That’s  insubordination!’’  he  said, 
“You’re  supposed  to  be  working  for  me.’’ 

‘ ‘No,  r m not,  ’ ’ I said.  ‘ ‘T  m not  working 
for  you.  I never  in  my  life  worked  for  any- 
body but  a patient.’’ 


— Paul  B.  Magnuson,  M.D.,  upon  being  fired  as 
Chief  Medical  Director  by  Carl  Gray,  Administrator 
of  the  U.S.  Veterans  Administration.  B 
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YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride, 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mowl  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anb-diuretic  action,  probabiy  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effeds  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studio  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dos^e. 

Indications:  Yocon«  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindieitions:  Renal  diseases, > and  patient's  sensitive  to  the  drug,  in 
view  of  the  limited  and  inadequate  informab'on  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warniiq:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  pabents  in  general. 

Adtrerse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevabon  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  dnjg.T2  Also  di2ziness. 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  Administrabon:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. '•3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks,3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NOG 
53159-001-10. 
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The  Quiet  Man 

William  H.  McDonald 


■ 


As  befits  the  quiet  art,  Burt  Taylor,  M.D.,  the  1989- 
90  President  of  MASA,  is  a quiet,  reflective, 
hard-working  physician,  inner-directed  by  his  finely 
tuned  inertial  guidance  system. 

He  is  quiet,  that  is,  most  of  the  time.  Not  always. 
Early  in  life,  long  before  medicine  called,  he  had  de- 
veloped a strong  sense  of  right  and  wrong,  justice  and 
injustice.  When  something  troubles  him  deeply,  he 
keeps  his  own  counsel  until  he  decides  on  a course  of 
action. 

He  does  not  rush  to  judgment.  As  Shakespeare’s 
Othello  said  of  himself.  Dr.  Taylor  is  a man  not  easily 
moved  by  small  events,  “but,  being  wrought,  per- 
plexed in  the  extreme.” 

Once  convinced  that:  A.  something  is  badly  wrong, 
B.  it  must  be  corrected,  and  C.  he  is  the  man  to  do 
that,  he  locks  on  his  target  and  can’t  be  deflected  by 
all  the  Furies  of  hell. 

That  showed  when  he  was  called  to  the  colors  of 
the  Mobile  County  Medical  Society  in  the  dreadful 
summer  of  1985.  That  was  the  year  when  three  back- 
to-back  malpractice  verdicts  totaling  $22  milhon  against 
Mobile  physicians  jolted  the  liability  crisis  to  critical 
mass,  galvanizing  Alabama  physicians  and  ultimately 
I bringing  about  tort  reform. 

j Dr.  Taylor  was  drafted  in  absentia  to  chair  Mobile’s 
quickly  organized  tort  reform  effort.  He  was  away  on 
vacation  when  the  crisis  imploded,  with  only  one  per- 
son knowing  his  whereabouts  — his  office  major-domo, 
the  redoubtable  Mrs.  Peavy.  She  had  been  instructed 
to  break  radio  silence  only  in  the  event  of  extreme 
emergency,  not  necessarily  including  the  outbreak  of 
World  War  III. 

However,  the  President  of  the  county  society  that 
fateful  year  was  another  gentleman  not  famous  for 
taking  no  for  an  answer,  one  William  R.  Bridges, 
M.D.  With  his  considerable  powers  of  persuasion.  Dr. 
Bridges  convinced  Mrs.  Peavy  that  the  sky  was  indeed 
falling  and  that  only  she  stood  in  the  way  of  saving 
civilization  as  we  know  it;  only  Dr.  Taylor  might  be 
able  to  engineer  salvation.  She  relented. 

Contacted  in  his  Shangri-La,  Dr.  Taylor  gave  the 
, matter  characteristic  deliberation  and  agreed  to  chair 
the  Mobile  society  crisis  committee.  While  Dr.  Bridges 
is  a hard  man  to  turn  down,  Dr.  Taylor  had  already 
I decided,  before  the  third  verdict  that  triggered  the 
I counter-attack,  that  medicine  must  cross  this  Rubicon, 
that  personal  injury  lawyers  were  gaining  absolute  do- 
I minion  over  medical  practice. 

Typically,  Dr.  Taylor  set  about  dividing  the  huge 


task  that  lay  before  him  into  component  parts,  bre- 
veting committee  members  to  handle  each.  His  com- 
mittee met  regularly  to  report  and  make  mid-course 
corrections. 

So  intense  and  so  minutely-detailed  was  the  Society 
campaign,  the  mobilization  recalled  how  its  predeces- 
sors a century  and  a half-earlier  had  organized  the 
Mobile  Society  principally  to  meet  the  dire  threat  of 
yellow  fever,  then  devastating  the  city  with  its  bewil- 
dering etiology. 

Old  minutes  of  the  Society  revealed  how  those  19th 
century  physicians  scrupulously  recorded  even  wind 
direction,  temperature  and  humidity,  correctly  sus- 
pecting (as  it  turned  out)  these  were  somehow  in- 
volved, though  not  by  spreading  “miasmic  gasses.” 

Just  as  that  19th  Century  dedication  eventually  led 
to  the  founding  of  MASA,  so  did  the  Mobile  tort 
reform  movement  become  one  of  the  major  engines 
of  the  state  tort  reform  effort.  Before  the  long,  mean 
and  often  frustrating  fight  was  over.  Dr.  Taylor  had 
carried  his  portable  stump  to  every  section  of  the  state, 
enlisting  the  dedicated  involvement  of  every  county 
society  and  specialty.  There  had  not  been  such  a uni- 
fied, concerted  offensive  since  those  earlier  battles 
against  the  twin  specters  of  contagion  and  public  ig- 
norance . 

Although  trial  lawyers  bear  little  more  than  surface 
resemblance  XoAedes  aegypti,  the  yellow  fever  vector, 
the  1985  peril  was  as  great.  And  Dr.  Taylor’s  eloquent 
exhortations  to  Alabama  doctors  was,  first  and  last,  a 
key  element  in  that  eventually  victorious  campaign. 

That  leadership  trait  had  developed  in  him  fairly 
early.  While  he  was  playing  football  (quarterback,  nat- 
urally) at  Sewanee  Military  School,  when  problems 
arose  with  the  coach,  with  the  program,  or  with  the 
players,  it  was  automatic  that  Burt  Taylor  would  be 
the  trouble-shooter.  His  teammates  reflexively  turned 
to  him,  a flattering  if  not  always  pleasant  form  of 
conscription,  not  unlike  that  call  from  Dr.  Bridges 
many  years  later. 

Burt  Taylor’s  father  Worked  for  a rock-crushing  plant 
in  Nashville  for  23  years  before  he  decided  to  break 
away  on  his  own.  Six  miles  from  the  little  Tennessee 
town  (pop.  2,000)  where  his  plant  was  located  was 
Sewanee  Military.  It  was  only  natural  that  Burt  would 
enroll  there  for  his  high  school  years. 

The  call  to  medicine  came  late,  although  his  grand- 
mother had  for  years  conducted  a one-woman  cam- 
paign to  influence  that  decision.  Burt  left  Sewanee  in 
1954  for  Vanderbilt,  completing  his  M.D.  degree  from 
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the  University  of  Tennesee  College  of  Medicine  eight 
years  later. 

After  a rotating  internship  in  Miami,  he  served  as 
an  Air  Force  Flight  Surgeon  1963-67,  followed  by  4'/2 
years  of  residency  training  at  Northwestern  in  Chicago 
at  various  hospitals,  including  Adult  Trauma  at  Cook 
County  Hospital,  Children’s  Orthopedics  at  Children 
Memorial. 

In  1971  he  stayed  on  to  work  on  a fellowship  in 
hand  surgery  at  Passavant  Hospital,  and  therein  lies 
the  coincidental  contact  that  led  him  to  practice  in 
Mobile  in  January  1972,  were  he  has  remained. 

The  physician  with  whom  he  trained  in  hand  surgery 
was  a friend  of  E.  Crampton  Harris,  Jr.,  M.D.,  senior 
partner  in  the  Mobile  group  young  Dr.  Taylor  was  to 
join.  As  it  happened,  his  mentor  in  hand  surgery  at- 
tended a meeting  with  Dr.  Harris  during  the  fellowship 
period  and  told  the  Mobile  physician  of  a promising 
young  man  on  his  service  who  was  looking  for  a place 
to  practice. 

Until  that  fortuitous  encounter,  the  Tennessee  boy 
in  frozen  Chicago  had  been  longing  to  return  to  Nash- 
ville, where  he  had  offers.  Nashville  had  the  added 
appeal  of  home.  He  had  similar  prospects  for  staying 
in  Chicago  but  Dixie  was  calling. 

At  the  behest  of  Dr.  Harris,  he  visited  Mobile,  liked 
what  he  saw  and  accepted  the  offer,  without  which 
Alabama  physicians  would  not  now  be  benefiting  from 
the  uncommon  leadership  gifts  of  President  Burt  Fow- 
ler Taylor,  M.D. 

Much  earlier,  the  fates  had  also  been  kind  to  you 
in  diverting  him  from  the  temptation  to  join  the  first 
class  at  the  Air  Force  Academy  in  the  mid-50s.  He 
was  on  the  brink  of  that  but  changed  his  mind,  possibly 
owing  to  the  unremitting  propaganda  campaign  of  his 
grandmother,  who  was  determined  to  make  a doctor 
out  of  the  boy. 

Originally  headed  for  OB  GYN,  Dr.  Taylor  recanted 
and  turned  to  orthopedics  because  (1)  he  liked  the 
action;  (2)  he  was  interested  in  sports  and  sports  med- 
icine; (3)  he  wanted  to  serve  both  sexes  and  all  ages. 
Now,  in  any  given  week,  he  may  have  as  patients  a 
90-year-old  lady  and  one-year-old  boy.  The  mix  is 
satisfying,  he  says,  in  ways  he  doubts  any  other  spe- 
cialty would  have  been  for  him.  To  each  his  own,  he 
believes. 

There  is  a natural  reserve  about  Dr.  Taylor  that  he 
cannily  exploits  to  think  while  others  are  talking  (often 
without  thinking).  When  he’s  ready  to  speak  his  mind, 
he  expresses  himself  logically,  succinctly,  and  with 
seamless  progression  from  problem  to  concept  to  so- 
lution. 

When  he  feels  strongly  about  something,  as  he  did 
about  tort  reform,  his  speeches  can  be  highly  affecting. 
Once  he  commits  himself  to  a cause,  his  absolute  belief 
in  it  is  contagious. 

(And  if  he  taps  you  for  help,  don’t  tell  him  you 


can’t  spare  the  time.  He  knows  you  will  find  the  time, 
as  he  has,  if  you  care  deeply  enough.) 

Dr.  Taylor  was  interviewed  on  Feb.  15  to  elicit  his 
views  on  issues  he  is  concerned  about  on  the  eve  of 
his  year  as  President. 

Q.  You  mention  your  interest  in  sports  medicine  as 
one  of  the  controlling  factors  in  your  decision  to  spe- 
cialize in  orthopedic  surgery.  Beyond  the  professional 
interest,  have  you  benefited  by  football  and  basketball? 
In  other  words,  did  your  playing  quarterback,  and 
defensive  back,  for  Sewanee  Military  have  any  lasting 
value  for  you  in  your  practice? 

A.  “In  the  operating  room  you  have  to  make  judg- 
ment calls.  Even  the  best  laid  plans  sometimes  go 
awry.  Things  happen,  making  some  cases  very  diffi- 
cult. If  you  always  had  ample  time,  if  things  always 
went  perfectly  as  planned,  you  might  have  solved  a 
problem  differently.  But  you  have  to  work  with  the 
situation  you  have,  just  as  in  football.  Sometimes  you 
improvise.  People  don’t  understand  that.  It’s  easy 
enough  to  look  over  charts  after  the  fact  and  second- 
guess  the  physician,  but  you  weren’t  faced  with  the 
OR  situation  in  real  time  and  in  real  life.  Decisions  in 
sports,  I believe,  help  you  make  appropriate  and  timely 
decisions.  You  make  the  most  of  the  situation  that 
presents  itself.  The  ideal,  where  everything  goes  per- 
fectly, is  rare.’’ 

Q.  It  has  been  charged  that  you  orthopedic  surgeons 
have  permitted  such  as  podiatrists  to  make  inroads 
into  medical  practice  because  you  don’t  like  to  work 
on  feet.  Any  truth  in  that? 

A.  “Except  in  injury  situations,  most  of  the  adult 
patients  with  foot  complaints  I have  seen  have  been 
women,  and  most  of  their  problems  are  the  shoes  they 
wear.  I have  talked  to  hundreds  of  women.  A typical 
case:  a 50-year-old-woman  complains  of  foot  pain. 
When  I suggest  her  pointed-toe  shoes  are  causing  her 
problem,  she  knows  better.  She  has  been  wearing  such 
shoes,  she  says,  for  25  years  and  no  problem.  That’s 
like  the  man  with  a cough  disputing  the  idea  that  his 
smoking  is  the  problem.  He  has  smoked  for  25  years 
and  never  had  a cough  before.  In  both  cases,  of  course, 
the  effects  are  cumulative.  In  the  case  of  the  woman 
with  tiny  shoes,  my  best  medical  judgment  is  usually 
that  I shouldn’t  operate;  shouldn’t  go  into  normal  bone 
and  tissue  so  she  can  continue  to  wear  stylish  shoes. 
That  doesn’t  seem  the  way  to  go  to  me.  If  you  will 
go  to  church  and  look  down  any  aisle  you  will  see  that 
three-fourths  of  the  women  have  one  shoe  off,  dangling 
it  in  the  air.  I do  perform  surgery  on  feet  but  not  often 
in  cases  such  as  this.  You  get  tired  of  telling  them  that 
the  callouses  are  caused  by  the  shoes.  They  won’t 
accept  that.’’ 

Q.  Some  years  ago,  I believe,  orthopedists  were 
doing  most  of  the  spine  surgery,  particularly  on  disks. 
That  no  longer  seems  true.  Now  most  back  surgery 

continued  on  page  12 
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seems  to  be  the  province  of  the  neurosurgeon.  Could 
you  explain? 

A.  “There  may  be  several  reasons.  So  many  ortho- 
pedists have  branched  out  into  other  fields,  such  as 
joint  replacement,  multiple  and  complex  procedures 
on  children,  that  you  do  see  less  and  less  spine  work 
among  them.  Unless  you  do  that  work  over  and  over, 
day  by  day,  you  shouldn’t  be  doing  an  occasional 
laminectomy.  That  was  a big  proportion  of  orthopedic 
practice  once  and  some  do  still  specialize  in  spine 
work.  But  mainly  it  was  the  explosion  of  other  work 
in  orthopedics,  plus  the  fact  that  the  indications  for 
disk  surgery  have  been  so  defined  and  refined  that 
there  is  a lot  less  back  surgery  than  there  used  to  be. 
We’re  finding  that  most  of  the  backs  do  well  non- 
operatively  and  I think  the  numbers  of  procedures  have 
gone  down.  I think  you  will  find  that  many  orthope- 
dists believe  you  can  treat  many  back  problems  con- 
servatively and  get  good  results.” 

Q.  All  hell’s  breaking  loose  for  doctors  and  even 
national  health  insurance  has  again  come  back  into 
the  picture.  What  do  you  see  on  the  horizon? 

A.  “I  don’t  see  national  health  insurance  on  the 
horizon,  but  certainly  there  have  to  be  changes  in  what 
we  have  now.  I recently  returned  from  an  Academy 
of  Orthopedic  Surgery  symposium  led  by  an  ortho- 
pedist actively  participating  in  the  Canadian  health 
plan.  He  is  extremely  well  trained  and  has  spent  all 
his  career  in  Canada.  He  related  all  the  problems  and 
told  us  how  much  of  medicine  has  been  taken  out  of 
the  physician’s  hands.  They  are  having  difficulties  get- 
ting good  people  into  medicine  and  in  filling  or- 
thopedic residencies. 

“But  some  Americans  profess  to  envy  the  Canadian 
system.  One  of  our  biggest  jobs  is  to  be  sure  we  have 
input  into  the  decisions  that  are  made.  Everyone  is 
looking  at  the  bottom  line,  and  certainly  that  is  a big 
problem.  But  if  we  don’t  look  beyond  costs,  in  the 
future  our  medicine  won’t  be  as  great  as  it  has  been 
throughout  our  history. 

“In  the  last  24  hours  a study  hit  the  news  comparing 
public  attitudes  in  Canada,  Britain  and  the  U.S.  The 
findings  seem  to  suggest  that  Americans  are  unhappy 
with  medicine  as  it  is  today,  but  many  are  basing  their 
comparisons  on  things  they  don’t  know  that  much 
about.  Our  job  is  to  stay  in  the  forefront  and  make 
sure  that  we  let  the  people  know  what  is  going  on  and 
what  it  means,  in  the  nation  and  in  Alabama  partic- 
ularly. If  we  don’t  do  that,  and  if  we  turn  it  all  over 
to  the  pollsters  and  politicians,  they  will  tell  us  what 
they  think  we  need,  based  on  what  the  public  is  sup- 
posed to  be  thinking. 

“It  could  be  like  elections  past  when  pollsters  had 
it  all  wrong;  they  really  didn’t  know  what  the  people 
thought.  I’m  really  concerned  right  now  that  the  true 
picture  of  medicine  is  not  being  painted.  We  are  being 


blamed  from  all  walks  of  life.  What  it  comes  down  to 
is  this:  How  can  people  pay  for  these  new  technological 
advances?  Granting  some  of  the  ills,  if  you  take  the 
physician-patient  relationship  away,  the  American 
people,  or  about  92%  of  them,  would  be  unhappy. 
The  best  system  is  the  physician  and  the  patient  work- 
ing together  without  all  those  other  people  tying  the 
doctor’s  hands,  telling  him  which  tests  to  run,  telling 
him  when  a patient  needs  to  be  sent  to  the  hospital. 
The  truth  is  that  many  Americans  don’t  really  know 
what  they  have  because  they  have  not  been  exposed 
to  anything  but  the  American  system. 

“At  a distance,  everything  sometimes  looks  better; 
distance  lends  enchantment.  It’s  our  job  to  tell  the 
public  what  national  health  insurance  would  be  like 
on,  say,  the  Canadian  model;  what  that  would  entail. 
You  can  bet  that  they  wouldn’t  like  it.  The  Canadian 
orthopedist,  for  example,  told  us  that  once  a cancer 
has  been  diagnosed,  it  may  be  many  weeks  before 
treatment  is  begun.  Americans  won’t  stand  for  that. 
We  want  treatment  to  start  immediately.  But  they  don’t 
know  this,  nor  do  they  know  that  Canadians  do  not 
have  a one-on-one  relationship  with  the  same  physi- 
cian, and  that  they  are  put  off,  time  and  again,  just 
waiting  to  see  a doctor. 

“If  Americans  really  get  to  know  these  programs 
they  think  look  good  from  afar,  apart  from  bottom- 
line  costs,  I can  assure  you  they  will  hold  on  to  what 
they  have.  When  you’re  committing  part  of  yourself 
and  your  family  to  the  care  of  a physician,  in  something 
that  may  affect  their  lives  forever,  you  want  to  know 
that  physician,  to  pick  him,  and  you  want  to  work  with 
him  so  that  he  will  continue  to  give  the  best  quality 
of  care  that  he  knows,  not  care  based  on  what  would 
be  the  most  suitable  for  a cost  containment  or  capi- 
tation program. 

“The  few  times  I’ve  been  really  sick  I’ve  wanted 
a man  or  woman  sitting  in  front  of  me  saying,  ‘Burt, 
this  is  what  you  have,  this  is  what  we  are  going  to  do, 
this  is  how  we’re  going  to  help  you.’  And  I want  to 
be  able  to  call  on  that  person  next  time.  In  those  other 
systems  Americans  may  find  attractive  at  a distance, 
I wouldn’t  have  that  privilege. 

“If  someone  brings  in  a little  child,  they  want  the 
best,  and  that’s  all  they  will  accept.  That’s  what  Amer- 
icans need,  what  they  should  have,  and  what  they  will 
choose  when  all  the  facts  of  this  and  other  systems  are 
laid  before  them.” 

Q.  But  how  do  you  answer  the  Starks,  the  Waxmans 
and  the  Kennedys,  and  the  other  Washington  critics, 
and  how  do  you  answer  American  industry,  all  saying 
much  the  same  thing:  “Yes,  doctor,  we  agree  with 
you  as  far  as  you  go.  We  appreciate  the  fact  that 
American  medicine  is  the  best.  We  agree  with  you  that 
Americans  want  the  best.  But  we  have  reached  the 
point  where  we  cannot  afford  it.’’  What  do  you  say  to 
those  people?  Do  you  simply  tell  them  that  compro- 
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mises  cannot  be  made,  period? 

A.  “No,  of  course  you  can’t  say  that.  Physicians 
have  worked  vigorously  to  contain  costs  for  the  past 
: few  years.  At  the  recent  MAS  A meeting  in  Wash- 
ington, one  of  the  speakers  talked  about  how  happy 
he  was  with  the  DRGs.  He  discussed  a pretty  graph 
which  showed  that  hospital  costs  had  been  escalating 
for  years,  and  then  DRGs  were  initiated,  and  now  they 
have  hospital  costs  contained.  Well,  talk  to  the  hospital 
administrators  and  learn  all  the  things  that  are  going 
on,  the  cutbacks  in  essential  services.  At  least  80  have 
closed. 

“A  point  I made  to  the  speaker  was  that  the  low- 
ering of  hospital  costs  came  about  not  necessarily  by 
what  the  hospitals  had  done  but  what  the  staff  doctors 
had  done  — trying,  for  example,  to  do  as  much  surgery 
as  possible  on  an  outpatient  basis;  trying  to  minimize 
tests;  trying  to  get  patients  out  of  the  hospital  a day 
earlier.  We  are  doing  everything  within  reason  to  con- 
tain costs,  and  we  aren’t  given  credit  for  that. 

“My  other  point  would  be  this:  In  many  cities,  the 
biggest  employer  is  the  hospital,  giving  jobs  to  people, 
seven  days  a week,  365  days  a year,  plus  all  the  spin- 
off occupations,  such  as  pharmacies  and  pharmaceu- 
tical companies.  This  is  not  money  going  down  the 
drain.  It  is  finding  its  way  into  the  economy  of  every 
city  in  the  country. 

“Arbitrary  decisions  by  people  not  in  active  practice 
would  be  ruinous.  We  will  do  all  we  can  to  learn  new 
ways  to  control  costs  in  addition  to  those  already  made . 
Maybe  we  can  do  more,  and  we  will  certainly  try.  But 
there  is  an  end  point  beyond  which  you  can’t  go.  I 
know  the  problems  in  the  private  sector  are  consid- 
erable, with  costs  going  up  and  up.  I know  the  problem 
of  the  medically  uninsured  and  I am  concerned  about 
these  people.  But  whatever  we  do,  we  should  not  sac- 
rifice the  whole  system.  Maybe  we  can  go  back  to 
open- ward  concept,  have  40  patients  with  two  nurses, 
with  the  risk  of  cross  infection  and  lack  of  privacy. 
Like  anything  good,  there  is  a price  for  quality  medical 
care. 

“Most  physicians  can  be  trusted  to  do  the  right  thing 
for  their  patients  and  society.  If  there  is  an  extreme 
minority  who  are  playing  the  numbers,  ‘gaming,’  as 
they  call  it,  trying  to  inflate  claims,  that  is  definitely 
something  this  state  association,  and  every  association 
of  physicians,  should  address  to  protect  the  good  phy- 
sicians and  the  people.  1 would  personally  be  willing 
to  work  in  this  area  as  problems  arise. 

I “When  General  Motors  or  Ford  or  other  big  indus- 
tries complain  about  their  rising  costs,  usually  blaming 
doctors  and  hospitals,  my  answer  to  them  would  be 
this:  you  decide  where  to  ration  care.  We  now  have 
many  one-  and  two-pound  babies  with  around-the-clock 
intensive  care  nursing  for  six  months,  at  truly  stag- 
, gering  costs.  I know  of  a recent  case  of  a 92-year-oId 
lady  severely  injured  in  an  accident.  She  lay  in  ICU 


for  21  days  before  she  died.  The  costs  were  staggering. 
Now,  I say  to  government,  to  business  and  industry, 
there  are  many  ways  like  these,  but  do  you  want  to 
ration  health  care?  Do  you  think  the  president  of  Gen- 
eral Motors  wants  to  be  identified  with  cutting  care  in 
cases  such  as  this?  Does  the  government? 

“But  if  cost-cutting  is  your  only  priority,  that  can 
be  done  quickly  if  not  easily.  General  Motors  and  Ford 
could  include  that  in  their  health  insurance  policies, 
for  example,  that  if  your  baby  is  bom  weighing  less 
than  two  pounds,  we  won’t  cover  the  hospital  costs. 
I don’t  think  any  reputable  company  in  America  is 
going  to  make  such  decisions. 

“Transplant  technologies,  wonderful  as  they  are, 
are  extremely  expensive.  Will  these  big  companies 
refuse  to  pay  for  them?  At  some  point  they  are  going 
to  have  to  take  the  heat  for  limiting  care  if  the  bottom 
line  is  their  sole  interest. 

“If  we  don’t  panic,  I believe  we  can  work  our  way 
out  of  this  with  the  medical  community,  government 
and  industry  working  together,  and  spare  the  nation 
some  foolish,  rash  decision  like  national  health  insur- 
ance. 

“What  worries  me  is  the  crisis  mentality  I see  de- 
veloping: too  many  people  favoring  rash  action.  Part 
of  the  problem  is  the  complexity  of  the  subject;  we 
can’t  expect  much  help  from  the  media  for  that  reason. 
Medical  economics  is  a complicated  subject;  quick 
fixes  are  simple  and  dramatic  and  make  lively  reading 
or  viewing.  Most  Americans  understand  little  of  the 
real  cost  equations  in  health  care  and  politicians  are 
ill-serving  them  when  they  play  on  this  ignorance.” 

Every  new  President  of  the  Association  has  a laun- 
dry list  of  things  to  be  done  during  his  year.  It  is  Dr. 
Taylor’s  observation  that  the  temptation  is  to  put  too 
much  on  the  presidential  plate.  Accordingly,  he  will 
concentrate  on  one  problem  area  that  has  been  dis- 
turbing him  for  some  time  — the  fragmentation  of 
medicine  into  self-contained  and  self-centered  spe- 
cialty interests. 

Dr.  Taylor  shares  the  belief  of  the  American  Medical 
Association  that  the  whole  is  far  greater  than  the  sum 
of  the  parts;  that  organized  medicine  did  not  achieve 
the  unparalleled  stature  it  has  in  this  country  by  each 
of  the  pieces  going  its  own  way.  He  believes  that  only 
through  a coordinated  pursuit  of  common  causes  can 
a half-million  or  so  physicians  hope  to  prevail  against 
militant  single-interest  groups  with  50-fold  as  many 
members  (read  voters),  or  against  government  incur- 
sions and  the  predatory  designs  of  business  and  in- 
dustry. 

Dr.  Taylor  has  seen  the  problem  from  the  outside 
looking  in,  from  the  vantage  point  of  orthopedics,  and 
from  the  inside  looking  out,  with  a year  of  service  on 
the  Board  of  Censors  preparatory  to  his  presidency. 
He  has  seen  the  problem  from  the  standpoint  of  the 
county  society,  having  served  as  president  of  the  Mo- 
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bile  society. 

Reflecting  on  all  this  from  every  viewpoint,  the 
better  to  see  the  problem  in  the  round,  Dr.  Taylor  has 
concluded  that  the  Balkanization  of  medicine  into  com- 
peting entities  could  contain  the  seeds  of  destruction 
of  professionalism  in  medicine. 

He  does  not,  of  course,  challenge  the  importance 
of  specialty  societies,  nor  does  he  have  any  thought 
of  homogenizing  all  points  of  view.  Conflicting  view- 
points have  always  been  the  prime  energy  source  for 
the  advance  of  medicine,  scientifically  and  socioecon- 
omically, he  believes. 

Even  so,  when  specialty  society  members  begin  to 
think  only  in  terms  of  their  organization  as  the  be-all- 
and-end-all  of  their  interest  in  organized  medicine,  the 
carefully  built  structure  is  dangerously  weakened.  Only 
if  medicine  speaks  with  a unified  voice  in  matters  of 
concern  to  all  physicians  can  it  hope  to  prevail  in 
today’s  hostile  climate. 

Consequently,  he  has  made  it  the  principal  objective 
of  his  presidential  year  to  reach  out  to  specialty  so- 
cieties in  a concerted,  relentless  effort  to  bring  all  of 
them  back  under  the  umbrella  of  the  state  association. 
He  believes  that  only  through  coordinated  actions  at 
the  state  level  can  the  national  federation  of  physicians 
be  rededicated  to  the  common  good  of  all. 

Such  repair  cannot  easily  be  accomplished  from  the 
top  down,  but  lends  itself  to  the  collegiality  that  exists 
on  the  local  level,  he  believes. 

Dr.  Taylor:  “One  of  the  greatest  worries  we  have 
as  a state  association  now  is  to  prevent  individual  phy- 
sicians from  becoming  lost  and  detached  in  all  the 
change  and  complexity.  These  physicians  need  some- 
thing positive.  Somehow,  we’ve  got  to  get  them  all 
under  the  state  association  umbrella  in  matters  that 
concern  all  of  us. 

“We  need,  somehow,  to  communicate  to  the  lead- 
ership of  each  specialty  on  a regular,  systematic  basis. 
We  need  to  meet  with  them  and  exchange  ideas  re- 
garding our  problems.  We  need  to  listen  to  the  obste- 
tricians, the  pediatricians,  thoracic  surgeons,  derma- 
tologists, pathologists,  all  specialties.  If  we  can  work 
together,  we  can  solve  some  of  their  problems.  But  if 
each  group  goes  out  and  addresses  a single  aspect  of 
the  problem,  whatever  it  is,  our  whole  act  is  going  to 
collapse. 

“That  is  the  biggest  worry  I have,  the  splintering 
of  medicine  into  uncoordinated  pieces.  We  must  de- 
velop the  strong,  mature  leadership  for  all  of  medicine 
that  we  absolutely  must  have  to  come  out  of  this. 
Believe  me,  it  gives  great  aid  and  comfort  to  our  de- 
tractors, in  the  public  and  private  sectors,  to  see  us 
marching  off  in  all  directions  at  once. 

“I  know  that  many  of  the  specialties  don’t  need 
some  of  the  services  of  the  state  association.  For  ex- 


ample, many  of  them  have  CME  credits  coming  through 
their  specialty  societies;  they  have  their  own  meetings 
and  national  organizations.  Some  even  have  their  own 
lobbyists. 

“The  problem  is  that  the  leadership  of  the  specialty 
societies  changes  every  year;  it  will  be  hard  to  establish 
continuity.  But  I think  it  is  vitally  important.  I intend 
to  try.  I am  willing  to  go  to  the  specialty  societies  and 
meet  with  them  on  a give-and-take  basis.  If  they  have 
grievances  against  the  state  association,  I want  to  hear 
them. 

“I  won’t  be  asking  that  they  simply  listen  to  me.  I 
want  to  hear  what  they  have  to  say;  what  they  feel  the 
state  association  should  be  doing;  what  items  they  think 
we  should  have  on  our  agenda;  what  problems  they 
think  we  might  stress  that  we  haven’t  been  stressing. 

“In  other  words,  I want  to  open  — and  keep  open 
— avenues  of  discussion.  We  can  begin  by  talking 
about  anything  they  wish,  anything  at  all. 

“The  problem  with  all  physicians  today,  as  I see  it, 
is  that  each  of  us  is  so  wrapped  up  in  our  own  little 
world  we  tend  to  make  flash  judgments  about  impor- 
tant issues,  judgments  that  may  cause  problems  down 
the  road.  We  need  to  fit  all  the  pieces  of  the  puzzle 
into  a coherent  overall  design. 

“Toward  this  end,  I would  like  to  see  our  publi- 
cations carry  better  identification  of  the  members  of 
the  Board  of  Censors  — who  they  are,  where  they  are, 
what  they  do  — so  that  specialty  society  members  can 
address  their  concerns  one-on-one  to  their  censor.  And 
this  would  be  another  avenue  of  communication. 

“It  occurs  to  me  that  a physician  assuming  the  pres- 
idency of  the  state  association  is  tempted  to  try  to 
accomplish  too  much.  He  really  can’t  do  all  that  in  a 
year.  Re-establishing  constant  and  systematic  com- 
munication with  the  specialty  societies  is  my  major 
goal  for  this  year. 

“I  believe,  quite  simply,  that  our  strength  lies  in 
working  together,  and  we  haven’t  been  working  to- 
gether in  every  instance.  For  one  thing,  I want  to 
remind  Alabama  physicians  that  we  have  an  in-house 
staff  of  people  who  are  pretty  good  in  their  respective 
fields.  I would  like  to  encourage  these  physicians  to 
avail  themselves  of  this  help  and  expertise;  that  they 
really  can’t  reach  their  objectives  alone. 

“To  repeat:  I know  how  it  looks  from  the  specialty 
society  viewpoint.  I’ve  been  there.  I’m  there  now.  But 
I can  also  see  our  common  problems  from  the  state 
perspective,  and  therefore  I believe  I can  offer  the 
credibility  that  might  open  a few  doors. 

“In  any  case,  I plan  to  try,  to  give  it  my  best  shot.’’ 

And  if  you  witnessed  Dr.  Taylor’s  best  shot  in  the 
tort  reform  movement,  you  know  he  does  nothing  by 
halves. 
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Please  see  brief  summary  of  prescribing  information  on  next  page. 


starting  Dosage: 


90  mg  bid* 

Also  Available: 
120-mg  capsules 

'Dosage  must  be  adjusted  to  each 
patient's  needs,  starting  with  60  to  120 
mg  twice  daily. 


BRIEF  SUMMARY 
CARDIZEM-  SR 
(diltlazem  hydrochloride) 

Sustained  Release  Capsules 
CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syndrome  except 
in  the  presence  of  a functioning  ventricular  pacemaker,  (2)  patients  with  second- 
er third-degree  AV  block  except  m the  presence  of  a functioning  ventricular 
pacemaker,  (3)  patients  with  hypotension  (less  than  90  mm  Hg  systolic), 
(4)  patients  who  have  demonstrated  hypersensitivity  to  the  drug,  and  (5)  pa- 
tients with  acute  myocardial  infarction  and  pulmonary  congestion  documented 
by  x-ray  on  admission. 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory  periods  without 
significantly  prolonging  sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome.  This  effect  may  rarely  result  in  abnormally  slow  heart  rates 
(particularly  in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (nine  of  2.111  patients  or  0.43%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  m additive  effects  on  cardiac  conduc- 
tion A patient  with  Prinzmetal's  angina  developed  periods  of  asystole  (2  to 
5 seconds)  after  a single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative  inotropic  effect 
in  isolated  animal  tissue  preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction  in  cardiac  index  nor 
consistent  negative  effects  on  contractility  (dp/dt).  An  acute  study  of  oral 
diltiazem  m patients  with  impaired  ventricular  function  (election  fraction 
24%  ± 6%)  showed  improvement  in  indices  of  ventricular  function  without 
significant  decrease  in  contractile  function  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  (diltiazem  hydrochloride)  m combination  with  beta-blockers  m 
patients  with  impaired  ventricular  function  is  limited  Caution  should  be 
exercised  when  using  this  combination. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with  CARDIZEM  therapy 
may  occasionally  result  in  symptomatic  hypotension 

4.  Acute  Hepatic  Injury.  Mild  elevations  of  transaminases  with  and  without 
concomitant  elevation  in  alkaline  phosphatase  and  bilirubin  have  been 
observed  in  clinical  studies  Such  elevations  were  usually  transient  and 
frequently  resolved  even  with  continued  diltiazem  treatment.  In  rare  in- 
stances, significant  elevations  in  enzymes  such  as  alkaline  phosphatase, 
LDH.  SCOT.  SGPT,  and  other  phenomena  consistent  with  acute  hepatic  iniury 
have  been  noted.  These  reactions  tended  to  occur  early  after  therapy  initiation 
(1  to  8 weeks)  and  have  been  reversible  upon  discontinuation  of  drug  therapy 
The  relationship  to  CARDIZEM  is  uncertain  in  some  cases,  but  probable  m 
some  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabolized  by 
the  liver  and  excreted  by  the  kidneys  and  m bile.  As  with  any  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  monitored  at  regular  inter- 
vals. The  drug  should  be  used  with  caution  In  patients  with  impaired  renal  or 
hepatic  function.  In  subacute  and  chronic  dog  and  cat  studies  designed  to 
produce  toxicity,  high  doses  of  diltiazem  were  associated  with  hepatic  damage 
In  special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher  in  rats 
were  associated  with  histological  changes  in  the  liver  which  were  reversible  when 
the  drug  was  discontinued  In  dogs,  doses  of  20  mg/kg  were  also  associated  with 
hepatic  changes^  however,  these  changes  were  reversible  with  continued  dosing 
Dermatological  events  (see  ADVERSE  REACTIONS  section)  may  be  transient 
and  may  disappear  despite  continued  use  of  CARDIZEM.  However,  skin  eruptions 
progressing  to  erythema  multiforme  and/or  exfoliative  dermatitis  have  also  been 
infrequently  reported.  Should  a dermatologic  reaction  persist,  the  drug  should  be 
discontinued 

Drug  Interaction.  Due  to  the  potential  for  additive  effects,  caution  and  careful 
titration  are  warranted  in  patients  receiving  CARDIZEM  concomitantly  with  any 
agents  known  to  affect  cardiac  contractility  and/or  conduction  (See  VYARNINGS ) 
Pharmacologic  studies  indicate  that  there  may  be  additive  effects  in  prolonging 
AV  conduction  when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

As  with  all  drugs,  care  should  be  exercised  when  treating  patients  with 
multiple  medications.  CARDIZEM  undergoes  biotransformation  by  cytochrome 
P-45()  mixed  function  oxidase.  Coadministration  of  CARDIZEM  with  other  agents 
which  follow  the  same  route  of  biotransformation  may  result  m the  competitive 
inhibition  of  metabolism.  Dosages  of  similarly  metabolized  drugs,  particularly 
those  of  low  therapeutic  ratio  or  m patients  with  renal  and/or  hepatic  impairment. 
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may  require  ad|ustment  when  starting  or  stopping  concomitantly  administered 
CARDIZEM  to  maintain  optimum  therapeutic  blood  levels. 

Beta-blockers:  Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually  well 
tolerated,  but  available  data  are  not  sufficient  to  predict  the  effects  of  concomi- 
tant treatment  in  patients  with  left  ventricular  dysfunction  or  cardiac  conduction 
abnormalities. 

Administration  of  CARDIZEM  (diltiazem  hydrochloride)  concomitantly  with 
propranolol  m five  normal  volunteers  resulted  in  increased  propranolol  levels  m 
all  subiects  and  bioavailability  of  propranolol  was  increased  approximately  50%, 
If  combination  therapy  is  initiated  or  withdrawn  in  coniunction  with  propranolol, 
an  adiustment  m the  propranolol  dose  may  be  warranted  (See  WARNINGS.) 

Cimetidine:  A study  in  six  healthy  volunteers  has  shown  a significant  increase 
m peak  diltiazem  plasma  levels  (58%)  and  area-under-the-curve  (53%)  after  a 
1-week  course  of  cimetidine  at  1,200  mg  per  day  and  diltiazem  60  mg  per  day. 
Ranitidine  produced  smaller,  nonsignificant  increases.  The  effect  may  be  me- 
diated by  cimetidine's  known  inhibition  of  hepatic  cytochrome  P-450,  the  enzyme 
system  probably  responsible  for  the  first-pass  metabolism  of  diltiazem  Patients 
currently  receiving  diltiazem  therapy  should  be  carefully  monitored  for  a change 
in  pharmacological  effect  when  initiating  and  discontinuing  therapy  with  cimeti- 
dine. An  adjustment  in  the  diltiazem  dose  may  be  warranted. 

Digitalis:  Administration  of  CARDIZEM  with  digoxm  in  24  healthy  male  sub- 
jects increased  plasma  digoxm  concentrations  approximately  20%.  Another 
investigator  found  no  increase  in  digoxm  levels  in  12  patients  with  coronary 
artery  disease.  Since  there  have  been  conflicting  results  regarding  the  effect  of 
digoxm  levels,  if  is  recommended  that  digoxm  levels  be  monitored  when  initiat- 
ing, adjusting,  and  discontinuing  CARDIZEM  therapy  to  avoid  possible  over-  or 
under-digitalization,  (See  WARNINGS  ) 

Anesthetics:  The  depression  of  cardiac  contractility,  conductivity,  and  auto- 
maticity  as  well  as  the  vascular  dilation  associated  with  anesthetics  may  be 
potentiated  by  calcium  channel  blockers.  When  used  concomitantly,  anesthetics 
and  calcium  blockers  should  be  titrated  carefully. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 24-month  study  m 
rats  and  a 21-month  study  m mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  m vitro  bacterial  tests.  No  intrinsic  effect  on 
fertility  was  observed  m rais. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  conducted  in  mice, 
rats,  and  rabbits  Administration  of  doses  ranging  from  five  to  ten  times  greater 
(on  a mg/kg  basis)  than  the  daily  recommended  therapeutic  dose  has  resulted  in 
embryo  and  fetal  lethality.  These  doses,  in  some  studies,  have  been  reported  to 
cause  skeletal  abnormalities.  In  the  permatal/postnatal  studies,  there  was  some 
reduction  m early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore,  use 
CARDIZEM  in  pregnant  women  only  if  the  potential  benefit  justifies  the  potential 
risk  to  the  fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human  milk.  One  report  suggests 
that  concentrations  in  breast  milk  may  approximate  serum  levels.  If  use  of 
CARDIZEM  IS  deemed  essential,  an  alternative  method  of  infant  feeding  should 
be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to  date,  but  it 
should  be  recognized  that  patients  with  impaired  ventncular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded  from  these  studies. 

The  adverse  events  described  below  represent  events  observed  in  clinical  studies 
of  hypertensive  patients  receiving  either  CARDIZEM  Tablets  or  CARDIZEM  SR 
Capsules  as  well  as  experiences  observed  in  studies  of  angina  and  during  market- 
ing, The  most  common  events  in  hypertension  studies  are  shown  in  a table  with 
rates  in  placebo  patients  shown  for  companson.  Less  common  events  ate  listed  by 
body  system,  these  include  any  adverse  reactions  seen  in  angina  studies  that  were 
not  observed  in  hypertension  studies.  In  all  hypertensive  patients  studied  (over 
900),  the  most  common  adverse  events  were  edema  (9%),  headache  (8%), 
dizziness  (6%),  asthenia  (5%),  sinus  bradycardia  (3%),  flushing  (3%),  and  1°  AV 
block  (3%).  Only  edema  and  perhaps  bradycardia  and  dizziness  were  dose  related. 
The  most  common  events  observed  in  clinical  studies  (over  2,100  patients)  of 
angina  patienfs  and  hypertensive  patients  receiving  CARDIZEM  Tablets  or 
CARDIZEM  SR  Capsules  were  (le,  greater  than  1%)  edema  (54%),  headache 
(4.5%).  dizziness  (3  4%),  asthenia  (2  8%),  first-degree  AV  block  (1.8%),  flushing 
(1.7%),  nausea  (1  6%),  bradycardia  (1,5%),  and  rash  (1.5%). 


DOUBLE  BLIND  PUCEBO  CONTROLLED 

HYPERTENSION  TRIALS 

Adverse 

Diltiazem 
N=315 
# pts  (%) 

Placebo 

N=211 
# pts  (%) 

headache 

38  (12%) 

17  (8%) 

AV  block  first  degree 

24  (7,6%) 

4 (1.9%) 

dizziness 

22  (7%) 

6 (2,8%) 

edema 

19  (6%) 

2 (0.9%) 

bradycardia 

19  (6%) 

3 (14%) 

ECG  abnormality 

13(4,1%) 

3 (1,4%) 

asthenia 

10  (3.2%) 

1 (0.5%) 

constipation 

5 (1.6%) 

2 (0.9%) 

dyspepsia 

4 (1.3%) 

1 (0.5%) 

nausea 

4 (1.3%) 

2 (0,9%) 

palpitations 

4 (1.3%) 

2 (0.9%) 

polyuria 

4 (1,3%) 

2 (0.9%) 

somnolence 

4 (1.3%) 

- 

alk  phos  increase 

3 (1%) 

1 (0,5%) 

hypotension 

3 (1%) 

1 (0.5%) 

insomnia 

3(1%) 

1 (0.5%) 

rash 

3 (1%) 

1 (0.5%) 

AV  block  second  degree 

2 (0  6%) 

- 

In  addition,  the  following  evenfs  were  reported  infrequently  (less  than  1%)  or 
have  been  observed  in  angina  trials.  In  many  cases,  the  relation  to  drug  is 
uncertain. 

Cardiovascular:  Angina,  arrhythmia,  bundle  branch  block,  tachycardia,  ven- 
tricular extrasystoles,  congestive  heart  failure,  syncope. 
Nervous  System:  Amnesia,  depression,  gait  abnormality,  hallucinations,  ner- 
vousness, paresthesia,  personality  change,  tinnitus,  tremor, 
abnormal  dreams. 

Gastrointestinal:  Anorexia,  diarrhea,  dysgeusia.  mild  elevations  of  SCOT,  SGPT. 

and  LDH  (see  hepatic  warnings),  vomiting,  weight  increase, 
thirst 

Dermatological:  Petechiae,  pruritus,  photosensitivity,  urticaria. 

Other:  Amblyopia,  CPK  increase,  dyspnea,  epistaxis,  eye  irritation, 

hyperglycemia,  sexual  difficulties,  nasal  congestion,  nocturia, 
osteoarticular  pain,  impotence,  dry  mouth. 

The  following  postmarketing  events  have  been  reported  infrequently  in  pa- 
tients receiving  CARDIZEM.  alopecia,  gingival  hyperplasia,  erythema  multiforme, 
and  leukopenia.  Definitive  cause  and  effect  relationship  between  these  events 
and  CARDIZEM  therapy  cannot  yet  be  established. 
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Rediscovered  Poem 
After  53  Years 

By  Leon  C.  Hamrick,  M.D.* 


While  the  scientific  approach  to  medicine  is  an 
ever-changing  and  improving  process,  there  are 
certain  basic  tenets  underlying  the  responses  of  the 
mind  and  body  that  never  change. 

Those  who  are  able  to  grasp  an  understanding  of 
these  basic  principles  and  who  set  about  blending  the 


scientific  with  the  philosophic  exhibit  the  character- 
istics which  make  great  physicians.  Sir  William  Osier 
was  one  of  these;  another  was  an  Alabama  physician. 
Dr.  Groesbeck  Walsh.* 

In  the  poem  below,  written  by  Dr.  Walsh  in  1936, 
and  which  was  just  recently  rediscovered,  this  under- 
standing is  well  demonstrated. 


BEYOND  THE  VEIL 


While  I sit  and  meditate 
Details  of  my  height  and  weight 
Notes  on  my  presumptive  age 
Group  themselves  upon  the  page. 

A capricious  appetite 
Muddles  up  my  dreams  at  night. 
Such  a tingling  of  the  skin 
Must  betoken  ill  within. 

There’s  a hurt  that  seems  to  rise 
From  the  bones  behind  my  eyes 
And  a roaring  in  my  ears 
That  has  nettled  me  for  years. 

Now  that  I am  in  full  swing 
Let  me  tell  you  everything. 

Lightning  pains  that  ebb  and  flow 
Antedate  my  vertigo. 

From  my  forehead  to  my  feet 
Sleeping  waking  on  the  street 
With  a tumult  and  a cry 
All  my  life  has  gone  awry. 

Shall  I take  the  thyroid  test? 

That’s  the  one  I like  the  best. 

Bid  them  count  my  blood  once  more 
I went  through  it  all  before. 

What  a curious  game  to  play. 

How  I wish  that  I might  say, 
“Doctor,  doctor,  are  you  blind 
To  the  aegis  of  my  mind? 

Tests  that  prove  me  free  from  sin 
Mark  the  hour  your  chores  begin. 
Shun  the  skeptic’s  point  of  view.’’ 
Why  there’s  nothing  wrong  with  you 
Only  sets  my  teeth  on  edge 
And  is  why  I often  pledge 


Loyalty  to  other  schools 
Euphemistic  in  their  rules. 

Count  my  blood,  omit  no  test 
See  that  care  and  truth  invest 
Your  supply  of  midnight  oil 
In  the  effort  to  assoil. 

When  the  drudgery  is  done 
And  of  every  test  not  one 
But  proclaims  to  all  the  block 
I am  as  healthy  as  a clock 
Learn  the  roots  of  my  disease 
Spring  from  episodes  like  these. 

Are  you  searching  for  a cause? 

Visualize  my  dumb  in-laws. 

Let  them  raise  my  husband’s  pay 
So  that  I can  move  away 
To  another  better  street 
Where  I never  have  to  meet 
Those  who  watched  the  squalid  strife 
Of  my  early  married  life 
Lend  me  beauty,  curl  my  hair 
Mold  me  so  that  men  will  stare 
And  the  neighbors  say  I should 
Try  my  luck  at  Hollywood. 

Grant  me  more  than  words  to  bless 
Bread  that’s  free  from  bitterness. 

Nuptial  life  that  knows  no  fear 
All  my  pains  will  disappear. 

Groesbeck  Walsh,  M.D. 

1936 

Chief  of  Medicine 

TCI  Hospital  (now  Lloyd  Noland  Hospital) 
Fairfield,  Alabama 

1913-1944  □ 


* Medical  Director,  Lloyd  Noland  Hospital,  Fairfield,  AL  35064. 
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Enhances  compliance 
and  convenience 

Patients  appreciate  Axid,  300  mg, 
in  the  Convenience  Pak 

In  a Convenience  Pak  survey  (N  = loop 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
clear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 
at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 
promotes  patient  counseling 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


AXID<^ 


Brist  Summary 

Coniultlha  package  literature  tor  complete  information. 

Indications  and  Usage;  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatrnem  of 
active  duodenal  ulcer  In  most  patents,  the  ulcer  wilt  heal  within  tour  weeks 

Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patents  at  a reduced 
dosageof  ISOmgh.s  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  contnuous  therapy  with  Axid  for  longer  than  one  year  are  not  known 
Contraindication:  Axid  is  contraindicated  in  patents  with  known  hypersensrtvity  to 
the  drug  and  should  be  used  with  cauton  in  patents  with  hypersensitivity  to  other 
Hrreceptor  antagonists 

Precautions:  General  - 1 Symptomatc  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastic  malignancy. 

2 Because  nizatdine  is  excreted  pnmarity  by  the  kidney,  dosage  should  be 
reduced  in  patents  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetc  studies  in  patents  with  hepatorenal  syndrome  have  not  been 
done  Partofthedoseofnizatdineismetabolizedintheliver  In  patents  with  normal 
renal  functon  and  uncomplicated  hepatc  dysfuncton,  the  dispositon  of  nizatdine 
IS  similar  to  that  in  normal  subiects 

Laboratory  Tests  - False-positve  tests  for  urobilinogen  with  Multstx*  may 
occur  during  therapy  with  nizatdine 

Drug  Interactions  - No  interactons  have  been  observed  between  Axid  and 
theophylline,  chlordlazepoxide,  lorazepam.  lidocaine.  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system; 
therefore,  drug  interactons  mediated  by  inhibiton  of  hepatc  metabolism  are  not 
expected  to  occur.  In  patents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatdine,  fbO  mg  b i.d , was 
administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  - A two-year  oral  car- 
cinogenici^  study  in  rats  with  doses  as  high  as  500  mgdcg/day  (about  60  tmes  the 
recommended  daily  therapeutc  dose)  showed  no  evidence  of  a carcinogenic 
ehect  There  was  a dose-related  increase  in  the  density  of  enteiochromaffin-like 
a two-year  stjdy  in  mice,  there  was  no 
e mice,  although  hyperplastc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo.  Female 
mice  given  the  high  dose  of  Axid  (2,000  m^g/day.  about  330  tmes  the  human 
dose)  showed  marginally  statstcaily  significant  increases  in  hepatc  carcinoma 
and  hepatc  nodular  hyperplasia  with  no  numerical  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  lor  the  st^ain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  wrth  concurrent  controls  and  evidence  of  mild  liver 
injury  (transaminase  elevatons)  The  occurrence  of  a marginal  tnding  at  high  dose 
only  in  animals  given  an  excessive  and  somewhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kgrday.  about  60  tmes  the  human  dose),  and  a negative  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potental  for  Axid 

Axid  was  not  mutagenic  in  a badery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled  ONA  synthesis, 
sister  chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration 
tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kgiday  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - Teratogenic  Effects  - Pregnancy  Category  C - Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  humw  dose,  treated 
rabbits  had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administration  to  pregnant  New  Zealand  white  rabbits, 
nizatidine  at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/lcg  it  produced  ventricular 
;ephaly,  and  enlarged  heart  in  one 
tolled  str  

e fetal  hai 

tered  to  a pregnant  woman  or  can  affect  reproduction  capacity  Nizatidine  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers  - Studies  conducted  in  lactating  women  have  shown  that 
<0 1%  of  the  administered  oral  dose  of  nizatidine  is  secreted  in  human  milk  in 
proportion  to  plasma  concentrations  Caution  should  be  exercised  when  adminis- 
lenng  nizatidine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectiveness  in  children  have  not  been  established 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and  laboratory 


Adverse  Reactions;  Clinical  tnals  of  nizatidine  included  almost  5,000  patierrts 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled  trials 
included  over  1 ,900  patients  given  nizatidine  and  over  1 ,300  given  placebo  Among 
reported  adverse  events  in  the  domestic  placebo-controlled  trials,  sweating  (1  % vs 
0 2%).  urticana  (0  5%  vs  < 0 01%).  and  somnolence  (2.4%  vs  1 .3%)  were  signifi- 
cantly more  common  in  the  nizatidine  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatidine 

Ffepabc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
(ASTj.  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients  and  was 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
' • fSGOTSfaPT 


mes  (grej 
IU/L.The 


ireater  than  500  lU/L)  and.  in  a single  instance. 


elevation  ofSGOT  S 
SGPT  was  greater  tt 

enzymes  and  elevations  to  three  times  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in  placebo-treafed 
patients  All  abnormalities  were  reversible  after  discontinuation  of  Axid 
Cardiovascular  ~ in  clinical  pharmacology  studies,  short  episodes  of  asymp- 
tomatic ventriculartachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects 

CNS  - Rare  cases  of  reversible  mental  contusion  have  been  reported 
Endocnne  - Clinical  pharmacology  studies  and  contiolled  clinical  tnals  showed 
no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and  decreased  libido 
were  reported  with  equal  freguency  by  patients  who  received  Axid  and  by  those 
given  placebo  Rare  reports  of  gynecomastia  occurred. 

Hematologic  - Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  i^d  and  another  H;-receptor  antagonist.  On  previous  occasions,  this 
patient  had  experienced  thrombocytopenia  while  taking  other  drugs  Rare  cases  of 
thromboc^openic  purpura  have  been  reported 
Integumentaf  - Sweating  and  urticana  were  reported  significantly  more  fre- 
quently in  nizatidine-  than  in  placebo-treated  patients  Rash  and  exfoliative  dermati- 
tis were  also  reported 

Hypersensitivity  - As  with  other  Hrreceptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administration  of  nizatidine  have  been  reported  Because  cross-sen- 
sitivity in  this  class  of  compounds  has  been  observed.  Hrreceptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitivity 
to  these  agents.  Rare  episodes  of  hypersensitivity  reactions  (eg.  bronchospasm. 


laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 
Ofner  - Hvoeruricemia  unassocialeo  wrth  oout  or  neohro 


yperuricemia  unassocialed  wrth  gout  or  nephrolithiasis  was  reported 
fever,  and  nausea  related  to  nizatidine  administration  have  beer 


Eosinophiha 

reported 


Overdotege:  Overdoses  of  Axid  have  been  reported  rarely  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  encountered 
Signs  and  Symptoms  -There  is  little  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatidine  have  exhibited 
cholinergic-type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and 


diarrhea.  Single  oral  doses  of  600  mo/kg  in  dogs  and  of  1.200  mg/kg  in  monkey 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  30 


l^g  and  232  mg/kg  respectively 
Treatment  -To  obtain  uo-to-dati 


reatment  -To  obtain  up-to-date  information  about  the  treatment  of  overdose,  a 


good  resource  is  your  certified  regional  Poison  Control  Center  Telephone  numbers 
of  certified  ooison  control  centers  are  listed  in  the  Physicians'  Desk  Reference 


of  certified  poison  control  centers  are  listed  in  the  Physicians  Desk  Reference 
(PDR)  In  managing  overdosage,  consider  the  possibility  of  multiple  drug  over- 
doses. interaction  anoong  drugs,  and  unusual  drug  kinetics  in  your  patient 
if  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportive  therapy  Renal  dialysis  for 
four  to  SIX  hours  increased  plasma  clearance. 


four  to  SIX  hours 
PV  2096  AMP 
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Convenience  Pak  is  available  at  no  extra  cost 
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Additional  information  available  to  the 
profession  on  request. 


Surveillance  for  Lyme  Disease 

in  Alabama 


Charles  H.  Woemle,  M.D.* 


Abstract 

To  estimate  the  frequency  of  occurence  of 
Lyme  disease  in  Alabama,  in  September  1988 
the  Department  of  Public  Health  requested 
physicians  and  laboratories  to  begin  voluntary 
reporting  of  cases  of  Lyme  disease.  Thirteen 
cases,  5 confirmed,  1 probable,  4 presumptive 
and  3 possible,  were  reported  for  the  years 
1986-1988.  Counties  in  which  tick  exposure 
likely  occurred  included  Calhoun,  Cleburne, 
Mobile,  Monroe,  Shelby,  Talladega  and  Tal- 
lapoosa. Lyme  disease  occurs  in  Alabama  but 
appears  to  be  uncommon. 


Lyme  disease  is  a multi-system  disorder  that  is  caused 
by  the  spirochete,  Borrelia  burgdorferi.  The  dis- 
ease was  first  recognized  in  1975  in  Lyme,  Connect- 
icut, as  an  apparent  cluster  of  cases  of  juvenile  ar- 
thritis.' The  causative  spirochete  was  identified  in  1983 
and  is  transmitted  to  man  via  at  least  two  species  of 
ticks,  Ixodes  dammini  and  /.  pacificus.^ 

Lyme  disease  is  nationally  the  most  commonly  re- 
ported tick-home  disease.  During  the  period  1984- 
1986  an  annual  average  of  1500  cases  was  reported.^ 
Cases  have  concentrated  in  the  northeast  and  the  north 
midwest,  where  I.  dammini  is  common,  and  in  the 
northwest,  where  /.  pacificus  is  common.  The  disease 
is  also  common  in  Europe  and  has  been  reported  from 
all  continents  except  Antarctica.' 

In  an  effort  to  establish  the  occurrence  of  Lyme 
disease  in  Alabama,  physicians  and  laboratories  were 
recently  requested  to  report  voluntarily  cases  of  which 
they  were  aware.  The  purpose  of  this  article  is  to 
review  the  results  of  reported  Alabama  cases  of  Lyme 
disease. 


• State  Epidemiologist.  Alabama  Department  of  Public  Health,  434  Monroe  Street. 
#900,  Montgomery,  AL  36130-1701. 


Methods 

In  September  1988  physicians  and  laboratories  were 
requested  to  report  voluntarily  information  about  di- 
agnosed or  suspected  cases  of  Lyme  disease  to  the 
Division  of  Epidemiology  of  the  Alabama  Department 
of  Public  Health.  For  the  purposes  of  surveillance  a 
4-part  case  definition  was  designed: 

Confirmed  case  — A history  of  erythema  chronicum 
migrans  (ECM)  plus  either  (1)  a 4-fold  or  greater 
rise  in  indirect  fluorescent  antibody  (IFA)  titer  in 
acute  and  convalescent  sera,  (2)  a stable  IFA  titer 
of  greater  than  or  equal  to  256,  or  (3)  comparable 
positive  serologies  by  enzyme-linked  immunosor- 
bent assay  (ELISA); 

Probable  case  — A history  of  physician-diagnosed 
ECM  with  no  laboratory  tests  or  a negative  test; 

Presumptive  case  — A history  of  compatible  clinical 
symptoms  and  signs  other  than  ECM  and  a positive 
serology;  and 

Possible  case  — A positive  serology  with  absent  or 
non-reported  clinical  symptoms. 

When  possible,  cases  were  categorized  according  to 
age,  race,  gender,  county  of  residence,  county  of  ex- 
posure, and  date  of  onset. 

Results 

By  this  method  of  surveillance  13  cases  of  Lyme 
disease  were  ascertained,  including  one  previously 
published  in  the  literature^  and  one  whose  exposure 
was  most  likely  in  Connecticut.  Five  of  these  cases 
were  confirmed,  1 probable,  4 presumptive,  and  3 
possible.  One  case  was  reported  for  1986,  6 for  1987, 
and  6 for  1988.  Eight  of  the  cases,  including  the  4 
confirmed  and  4 presumptive  cases,  occurred  in 
women,  and  the  other  5 in  men.  Symptoms  of  the  4 
presumptive  cases  included  arthritis  in  2,  arthralgias 
in  1,  and  a non-ECM  rash  in  the  other.  Among  the  12 
patients  with  reported  age,  the  range  was  1 to  42  years 
with  a median  of  34  years.  Patients  were  residents  of 
Calhoun,  Covington,  Jeffferson,  Lee,  Mobile,  Mon- 
roe, Morgan  and  Talladega  counties.  A history  of 
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TABLE  1 


Reported  Lyme  disease  cases  — AL;  1986-1988 

Age 

Race 

Sex 

Residence 

Exposure 

Onset 

Symptoms 

Lab 

Case  Status 

*1 

42 

W 

F 

Lee 

Cleburne 

03/15/86 

ECM 

ELISA 

Confirmed 

2 

1 

W 

M 

Lee 

Tallapoosa 

t 

ELISA 

Possible 

3 

5 

w 

M 

Lee 

Tallapoosa 

t 

ELISA 

Possible 

4 

8 

w 

M 

Lee 

Tallapoosa 

t 

ELISA 

Possible 

5 

37 

F 

Lee 

05/17/87 

Other  rash 

ELISA 

Presumptive 

6 

37 

F 

Morgan 

Shelby 

08/20/87 

Arthritis 

ELISA 

Presumptive 

7 

31 

w 

F 

Lee 

Tallapoosa 

09/29/87 

Arthralgias 

ELISA 

Presumptive 

8 

w 

F 

Calhoun 

Calhoun 

04/15/88 

ECM 

IFA 

Confirmed 

9 

42 

w 

F 

Jefferson 

04/15/88 

Arthritis 

IFA 

Presumptive 

10 

37 

w 

M 

Covington 

Connecticut 

09/25/88 

ECM 

IFA 

Confirmed 

11 

40 

w 

F 

Talladega 

Talladega 

09/25/88 

ECM 

IFA 

Conflrmed 

12 

9 

w 

M 

Monroe 

Monroe 

10/14/88 

ECM 

IFA 

Probable 

13 

17 

w 

F 

Mobile 

Mobile 

10/31/88 

ECM 

IFA 

Confirmed 

* Reference  #2 

t Clinical  details  not  obtained;  serologic  tests  obtained  in  1987. 


known  or  likely  tick  exposure  was  obtained  in  1 1 cases 
and  involved  Calhoun,  Cleburne,  Mobile,  Monroe, 
Shelby,  Talladega,  and  Tallapoosa  counties  and  Con- 
necticut. 

Discussion 

The  surveillance  of  Lyme  disease  is  complicated  by 
several  issues  that  affect  sensitivity  and  specificity. 
ECM  is  highly  specific  for  Lyme  disease,  but  15%  of 
infected  persons  may  never  develop  or  fail  to  notice 
this  rash.'  Other  clinical  signs  and  symptoms  of  Lyme 
disease,  such  as  fever,  myalgias,  and  lethargy  during 
stage  one,  cardiac  and  neurologic  problems  during  stage 
two,  and  arthritis  during  stage  three,  are  not  specific 
for  Lyme  disease.' 

Commonly  available  serologic  tests  are  also  not  to- 
tally sensitive  or  specific.  The  sensitivity  of  antibody 
tests  may  be  as  low  as  40%  to  60%  during  the  first 
weeks  of  infection  when  ECM  may  be  present.'  In 
addition,  appropriate  antibiotic  therapy  may  ablate  the 
development  of  detectable  antibodies.'*  Low-level  pos- 
itive serologic  responses  can  be  seen  in  persons  with 
other  antispirochetal  or  other  cross-reacting  antibod- 
ies.' A stable  high  antibody  titer  implies  previous  in- 
fection with  B.  burgdorferi,  but  does  not  date  the  in- 
fection as  relatively  recent  or  long-standing. 
Distinguishing  recent-onset  cases  from  chronic  cases 
is  problematic,  since  Lyme  disease  can  evolve  through 
stages  over  a period  of  months  to  years.  Also,  as  with 
all  notifiable  diseases,  under-reporting  may  contribute 
substantially  to  under-ascertainment  of  the  occurrence 
of  cases. 

The  4-part  surveillance  case  definition  was  designed 
to  maximize  the  sensitivity  of  Lyme  disease  surveil- 
lance in  Alabama.  Any  person  with  a positive  serology 
for  Lyme  disease  would  be  counted  as  a case,  unless 


a specific  false-positive  test  was  declared.  Further- 
more, a physician-diagnosed  case  of  ECM  would  be 
included  as  a case  without  corroborative  laboratory 
tests.  Although  the  level  of  under-ascertainment  can- 
not be  determined,  relatively  few  laboratories  perform 
serologic  testing  for  Lyme  disease  in  Alabama,  and  I 
feel  that  reporting  compliance  among  them  is  good. 

With  the  caveats  mentioned  I conclude  that  Lyme 
disease  occurs  in  Alabama  but  is  uncommon.  Of  con- 
tinuing research  interest  is  the  question  of  which  tick 
vector(s)  transmits  B.  burgdorferi  in  Alabama,  since 
/.  dammini  and  I.  pacificus  are  not  found  in  the  state. 
Speculation  revolves  around  I.  scapularis  as  a possible 
vector.^ 

In  summary,  voluntary-based  surveillance  of  Lyme 
disease  shows  it  to  be  present  but  uncommon  in  Al- 
abama. Physicians  should  maintain  as  index  of  sus- 
picion for  Lyme  disease  in  the  appropriate  clinical 
setting  and  pursue  laboratory  confirmation  when  pos- 
sible. Let  me  request  that  physicians  and  laboratories 
continue  to  report  Lyme  disease  cases  to  the  Alabama 
Department  of  Public  Health. 
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YACHT  BROKERS 


4960  Dauphin  Island  Parkway 
Mobile,  Alabama  36605 
Office:  (205)  476-8306 
FAX:  (205)  473-3802 


FACTORY  AUTHORIZED  DEALER  • SALES  & SERVICE 


CARVER 

£>VKiCi/KL 


'89  Luhrs  Tournament  400.  One  in  stock 
with  Diesels.  3208  TA  CATS.  One  on  order. 


'89  Luhrs  Tournament  342.  One  in  stock. 
J&T  8.2L  Detroit  Diesels. 


'89  Luhrs  320  Sportfish.  With  454  V8's  on 
order. 


'89  Luhrs  290  Center  Console.  T/270 
Crusaders. 

INSTOCK 


BROKERAGE 

55'  '87  CALIF  CMY  - 2 TO  PICK  FROM 
54'  '79  BERTRAM  FB/YF  - LOADED 
50'  '86  SEA  RANGER  - NICE 
45'  '86  HATTERAS  S/F  - SYNCR 
43'  '85  CALIF  CPMY  - LOW  HOURS 
42'  '87  CALIF  CONVT  - FISH  RIGGED 
41'  '65  HATTERAS  S/F  - IMMACULATE 
40'  '87  LUHRS  S/F  - PICK  FROM  2 
38'  '87  BAYLINER  CMY  - MOVING  UP 
38'  '83  CALIF  MY  - UNDER  BOOK 
38'  '81  CALIF  SEDAN  - NICE 
37'  '85  SILVERTON  S/F  - LOADED 
36'  '84  CHRIS  365  S/F  - SHARP 
36'  '83  HATTERAS  S/F  - RADAR 
36'  '85  HATTERAS  S/F  - DIESELS 
35'  '86  CAFE  RACER  - 1200  HP!! 

35'  '87  CALIF  S/F  - CATS 
34'  '82  MAINSHIP  - PICK  FROM  2 
34'  '85  LUHRS  342  S/F  - DIESELS 
32'  '87  TEMPEST  SPORT  - DEMO 


'89  48'  Californian  Convertible.  One  on 

order.  April  delivery. 


'89  48'  Californian  Cockpit  MY.  Just  ar- 
rived our  docks.  3208  TA  CATS.  One  on 
order. 


'89  Luhrs  380  Sportfish.  May  arrival.  3208 
TA  CATS. 


LOCATED  IN  MOBILE  AT  ENTRANCE  TO  TENN-TOM  WATERWAY 

Mike  Gibbons  Johnny  White  Arlen  Jones 


Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  11  years  of  providing  the  above 
services  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 


1988  Medical  Foundation 

Builders 


The  Medical  Foundation  of  Alabama  gratefully  ac- 
knowledges the  contributions  it  received  during 
1988  and  further  encourages  all  physicians  to  consider 
a gift  to  the  Foundation  this  year. 

The  non-profit  corporation  was  created  to  address 
new  problems  facing  medicine  and  to  sponsor  solutions 
that  could  not  otherwise  be  adequately  funded  by  the 
Medical  Association. 

During  the  past  year,  the  Foundation  has  contributed 
funds  to  support  a number  of  programs.  A small  amount 
of  television  production  equipment  was  added  to  that 
which  was  purchased  last  year,  in  part  by  the  Foun- 
dation. This  equipment  is  being  used  to  produce  con- 
tinuing medical  education  programs,  and  AIDS  aware- 
ness television  public  service  announcements.  The 
Foundation,  through  its  funds,  supported  the  Alabama 


Committee  on  Infant  Mortality,  the  Coalition  for  a 
Tobacco  Free  Alabama,  and  the  Impaired  Physician 
Program. 

Listed  below  are  the  physicians  who  made  contri- 
butions to  the  Foundation  during  the  period  from  Jan- 
uary 1 to  December  31,  1988. 

Gifts  to  the  Medical  Foundation  of  Alabama  are 
received  in  a variety  of  ways:  bequests,  memorials, 
real  estate,  stock  and  monetary  contributions.  Con- 
tributing memberships  to  the  Foundation  are  $100  per 
year.  All  gifts  are  tax  deductible. 

Direct  all  correspondence  to  the  Foundation  to 
MASA  Public  Relations  Director,  Mr.  Holley  Midg- 
ley.  Medical  Foundation  of  Alabama,  P.O.  Box  1900, 
Montgomery,  Alabama  36102. 


Adams,  Curtis  Luke,  Jr. 

Ahmadi,  Timothy  Peter 
Alford,  James  Huston,  Jr. 

Apple,  Ernest  Franklin 
Archer,  Gary  W. 

Ardon,  Luis  Francisco 
Austin,  J.  Max,  Jr. 

Baumhauer,  Jacques  Henry 
Bennett,  Joe  Claude 
Bodie,  Frankie  Lavon 
Boorgu,  Narasimha  Rao 
Boozer,  Thomas  Stewart 
Braund,  Ralph  Raymond,  Jr. 
Brewington,  Kenneth  Carl 
Brignac,  Raymond  N. 

Bromberg,  Edward 
Brown,  Claude  Lamar,  Jr. 
Carpenter,  David  C. 

Carpenter,  Mark  Merritt 
Chalhub,  Elias  G. 

Childs,  Hoyt  Abner 
Cooncr,  William  Hollis 
Coyle,  Daniel  Joseph,  Jr. 
Crawford,  Carroll  Sanders 
Crittenden,  Richard  Cunningham 
Crotwell,  William  Archie,  111 
Cumbie,  William  G.,  Jr. 

Curry,  William  Alton 
Daniel,  Hunter  Brown 
Daniel,  Robert  Raymond 


Davis,  John  Walter,  Jr. 
Dickinson,  Rodger  Combs 
Doggett,  William  Edward,  III 
Dorand,  Rodney  Dixon 
Doss,  Wilford  Cleve,  Jr. 
Doyle,  James  Corcoran 
Dyas,  Charles  Louis,  Jr. 
Dyas,  Lloyd  C. 

Edwards,  Winston  Tacker 
Eisenhardt,  Otto  Franz 
Elliott,  Paul  Favor 
Estock,  Robert 
Everett,  Gerald  Waddell 
Eyrich,  George  Allan 
Falwell,  Stephen  Hale 
Ferlisi,  Joseph  Angelo 
Fleet,  Susan  Ellen  Bonfili 
Fondren,  Frank  Burkett,  111 
Gardepe,  Sharon  F. 

Ghafary,  Elias  M. 

Ginsburg,  Barry  Conrad 
Glasgow,  Richard  David 
Gloor,  Robert  Frank 
Greenwald,  Alan  Jerald 
Griffin,  Richard  Carroll 
Griffith,  Rolf  Parker,  Jr. 
Griffith,  Thomas  Harris 
Griggs,  Thomas  McKay 
Grotc,  Carl  August,  Jr. 
Haiglcr,  Edward  David,  Jr. 


Harlin,  Robert  Shelby 
Harrison,  Boyde  Jerome 
Hataway,  Clifford  Jackson 
Hawkins,  Jeffrey  W. 
Henderson,  Ronald  E. 

Herlihy,  Charles  E.,  Jr. 
Hillard,  Edward  Dowling 
Hodo,  David  Ward 
Hodo,  Henry  Gunter,  Jr. 
Hodo,  John  Baldwin 
Howell,  William  Jerry 
Hungerford,  Gordon  Douglas 
Hutchinson,  Henry  Hamilton 
Hyman,  Jack 
Jackson,  Jerry  Walter 
Jakes,  James  Thurman 
Johnson,  Abel  Lavoy 
Jones,  Dewey  Hobson,  111 
Jones,  Moses  Collier,  Jr. 
Kelly,  Arthur  Grayson 
Kendrick,  Richard  Mark 
Kenney,  Howard  W. 

Kimbrell,  Robert  A. 

Kirklin,  John  Webster 
Kofflcr,  Warren  Elliott 
Koopman,  William  James 
Kulkami,  Prakash  B. 

Lacour,  Fritz  Anthony 
Lamberth,  Wade  Camdon,  Sr. 
Lauderdale,  Robert  Ottis,  Jr. 
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Leitner,  William  Aull 

Lightfoot  and  Lightfoot  Surgery,  P.C. 

Lloyd,  Lewis  Keith,  Jr. 

Logue,  Harry  Edward 
Lowe,  Richard  Thomas 
McCallum,  Charles  Alexander,  Jr. 
McClintock,  Richmond  Charles,  Jr. 
McCrory,  Ellann 
McDonough,  Gilbert  Lee 
McGlaughlin,  Richard  Timothy 
McGrady,  George  Harris 
Mann,  Morris  Bernard 
Martin,  Ben  Robertson 
Maynor,  Robert  C.,  Jr. 

Mazyck,  Arthur 
Michelson,  Marc  Alan 
Mills,  Patrick  Leonard 
Monzingo,  George  Franklin 
Moore,  Ernest  Griffin,  Jr. 

Moore,  Morgan  Jackson 
Mosley,  Billy  Ray 
Mracek,  James  Frank 
Murchison,  Grover  Cleveland,  Jr. 
Neeland,  David  Blair 
Nelson,  Robert,  Jr. 

Newsom,  Barry  Douglas 
Ostrowski,  David  Michael 
Ouimet,  Claude 
Owings,  William  Orange 
Ozment,  Elmo  Dodd,  Jr. 

Packard,  John  Mallory 


Pasker,  Roy  Nolan 
Patterson,  Charles  W. 

Patton,  Rita 
Perkins,  Arthur  F. 

Peters,  Glenn  Edison 
Pittman,  James  Allen,  Jr. 

Pitts,  James  Randall 
Putzel,  Charles  Lewis,  Jr. 

Pyron,  William  Walter 
Robertson,  James  Earl 
Rogers,  William  Blant 
Roscoe,  Geoffrey  Jocelyn 
Ruben,  Ethan  B. 

Rubin,  Richard  Bennett 
Rudeseal,  Frank  H. 

Rutherford,  Charles  Langdon,  Jr. 
Rutledge,  James  Richard 
Salter,  Merle  Meyers 
Savage,  Perry  Lauren 
Scott,  Henry  Eldon,  III 
Selman,  Larkin  Leo 
Sherlock,  Eugene  Chapman 
Sidrys,  Algis 
Smith,  Charles  Bennett 
Smith,  Wesley  Omar 
Snider,  Howard  Carey,  Jr. 
Spencer,  Joseph  Terrell 
Spotnitz,  Seth  Gerard 
Stamm,  James  Edward 
Steele,  Samuel  D. 

Stetler,  William  Richard 


Stewart,  Ronald  M. 

Stough,  John  Alan 
Sullivan,  James  Solomon 
Sutherland,  Hugh  Lewis,  Jr. 

Swindall,  Alan  Jerry 
Talbot,  William  Hanna,  Jr. 

Taylor,  Burt  F. 

Terry,  William  Jefferson 
Thomas,  Joseph  P. 

Thompson,  Ira  Duke 

Thweatt,  Ray 

Tindell,  Rollins  Lynne,  Jr. 

Toro,  Claudio 

Turner,  George  Palmer,  Jr. 

Travels,  Leonard  Francis 
Urquhart,  William  Johnson 
Vasconez,  Luis  Oswaldo 
Veazey,  Charles  Frederick 
Vermillion,  Bill  Frank 
Wallace,  Warren  Lee 
White,  Robert  Lewis 
Wilcox,  William 
Willett,  Robert  Elmo,  Jr. 

Williams,  Charlie  Brooks,  Jr. 

Williams,  John  Albert 
Wilson,  Thomas  Alexander  S. 

Winn,  Robert  Martin 
Wise,  James  Edwin 
Womack,  Charles  Emerson 
Wool,  Jack 

Yates,  James  Richard  H 


AMA/NET  Simplifies  the  Task  of  Keeping  Up 

With  AMA/NET,  the  on-line  medical  information  network  sponsored  by  the  AMA,  it's 
easy  to  keep  up  with  the  latest  clinical  and  biomedical  literature,  health  care  business 
information  and  medical  news.  You  can  access  the  information  you  need . . . when  you 
need  it.  . . with  just  your  computer,  a modem  and  your  phone.  No  computer  expertise 
required! 
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LITERATURE  SEARCHES 

■ EMPIRES  Key  Clinical  Journals 

■ MEDLINE 

■ Social  and  Economic  Aspects  of 
Medicine  (SEAM) 

■ Disease  Information 

MEDICAL  NEWS  AND  PUBLIC 
INFORMATION 

■ Associated  Press  Medical  News 
Service 

■ Public  Information  Services 

Sources  include 
CDC,  the  Surgeon 
General  and 
NLM/NIH. 

■ ELECTRONIC 
COMMUNICATIONS 


PROFESSIONAL  PROGRAMS 

■ DXplain^**  - A new  medical 
resource  to  expand  the  physician's 
diagnostic  considerations.  From  the 
Massachusetts  General  Hospital 
(MGH). 

■ MEDICOM®  Drug  Interaction 
Database -The  only  on-line,  generic 
ingredient-based  drug  interaction 
database.  From  Professional  Drug 
Systems,  Inc. 


MGH-CME  - 

Interactive,  self-paced 
programs  for  Category  I 
credit. 


AMk/m 


■■■r 


For  Immediate  Sign-Up 
Call  1-800-426-2873 

AMA/NET  is  sponsored  by  the  American  Medical  Association  and  is  a service  of  SoftSearch,  IrK. 
and  American  Medical  Computing,  Ltd.,  a subsidiary  of  the  AMA. 


24  / Alabama  Medicine,  The  Journal  of  MAS  A 


Investment  Protection 

AM  A Advisers,  Inc.* 


Victims  of  investment  fraud,  investors  burned  by 
a broker’s  incompetence,  individuals  who  just 
. don’t  understand  how  their  investment  monies  could 
have  disappeared  so  quickly  — the  number  of  people 
falling  into  one  or  more  of  these  categories  has  grown 
rapidly  in  the  wake  of  the  October  1987  stock  market 
crash. 

Yet  even  with  the  increased  attention  being  paid  to 
complaints  made  against  brokers,  the  extent  of  this 
problem  is  not  generally  understood.  Consider  that  the 
North  American  Securities  Administrators  Association 
estimates  that  investors  lost  $40  billion  due  to  invest- 
ment fraud  in  1987  alone. 

With  such  a tremendous  sum  involved,  it  is  clear 
that  novice  investors  are  not  the  only  ones  who  must 
take  care  to  protect  themselves.  Many  people  with 
years  of  investment  experience  also  fall  prey  to  in- 
vestment scams  or  inappropriate  broker  recommen- 
dations. 

A healthy  dose  of  skepticism  and  an  understanding 
of  the  basics  of  the  broker-client  relationship  will  help 
most  investors  avoid  some  all-too-common  investment 
pitfalls.  Investors  should  be  aware  that  the  number  of 
brokers  has  more  than  doubled  in  the  last  eight  years. 
Many  of  these  brokers  had  never  experienced  anything 
other  than  a bull  market. 

During  this  same  period,  the  number  and  complexity 
of  financial  products  also  surged.  Conclusion:  not  every 
broker  will  have  the  knowledge  and  experience  one 
might  expect  from  an  investment  professional. 

And  no  matter  how  much  experience  a broker  does 
have,  he  or  she  cannot  possibly  have  an  in-depth  un- 
derstanding of  all  of  the  available  financial  products. 
It  is  important,  therefore,  to  learn  as  much  as  possible 
about  a broker  before  working  together.  Among  the 
more  important  questions  to  ask  are: 

• What  are  the  broker’s  educational  and  professional 
qualifications? 

I • What  is  the  commission  policy  of  the  brokerage 
firm? 

• What  type  of  research  does  the  broker  rely  on  when 
making  recommendations? 

• AMA  Advisers.  Inc.  is  the  Financial  Services  and  Investment  Counseling  Or- 

Iganization  owned  by  the  American  Medical  Association  AMA  Advisers  offers  med- 
ical professionals  a full  array  of  investment  products  and  Financial  services  for  re- 
tirement plans  and  personal  investments.  For  more  complete  information  on  the 
« products  offered,  including  charges  and  expenses,  call  toll-free  1-800- AMA-FUND 
1 (262-3863) 


• Accessibility  — is  the  broker  easy  to  get  in  touch 

with  and  does  he  return  phone  calls  promptly? 

Investors  should  also  consider  a broker’s  reputation 
and  that  of  the  brokerage  firm.  As  a precautionary 
measure,  find  out  whether  either  the  broker  or  the  firm 
has  ever  been  involved  in  any  NASD  or  SEC  disci- 
plinary action.  This  information  can  easily  be  obtained 
by  contacting  your  state  securities  regulator,  who 
maintains  a national  computer  file  listing  information 
on  every  registered  broker  in  the  United  States. 

Investment  Safeguards 

Once  a broker  has  been  chosen,  make  sure  he  or 
she  fully  understands  your  financial  needs,  risk  per- 
spective and  goals.  A quality  broker  will  not  enter  into 
any  transactions  for  a client  without  this  information. 
If  your  financial  situation  changes,  you  should  inform 
your  broker  as  soon  as  possible.  By  working  together, 
unsuitable  investments  should  be  avoided. 

Another  important  safeguard  is  reading  your  in- 
vestment statements  carefully  when  they  arrive  from 
the  brokerage  house.  If  there’s  something  you  don’t 
understand,  call.  Brokerage  firms  rely  on  customer 
vigilance  to  help  them  discover  if  one  of  their  brokers 
is  acting  in  a less-than-professional  manner. 

Investment  statements  reveal  if  a broker  is  making 
unauthorized  trades,  ones  for  which  you  did  not  give 
permission.  Improperly  executed  transactions  can  also 
be  spotted.  In  this  category  would  fall  trades  that  were 
not  made  in  a timely  fashion,  and  ones  which  were 
marked  by  some  type  of  error,  such  as  a security  being 
sold  when  it  should  have  been  bought. 

By  keeping  track  of  the  amount  you  pay  in  com- 
missions, you  can  detect  if  a broker  is  “churning” 
your  account.  Churning  occurs  when  a broker  engages 
in  excessive  trading  activity  to  generate  commissions. 
This  practice  is  most  commonly  found  in  discretionary 
accounts,  which  are  opened  when  an  investor  signs  an 
agreement  authorizing  the  broker  to  make  trades  at  any 
time  without  obtaining  prior  authorization. 

Can’t  Lose? 

An  extra  degree  of  caution  is  called  for  if  you  receive 
an  unsolicited  telephone  call  from  someone  touting  a 
“can’t  lose”  investment  opportunity.  It  is  imperative 
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that  you  not  allow  yourself  to  be  pressured  into  making 
up  your  mind  too  quickly. 

Do  not  hesitate  to  contact  your  state  securities  office 
to  find  out  if  the  firm  in  question  has  ever  been  in- 
vestigated for  any  wrongdoings.  Also  call  your  local 
Better  Business  Bureau  and  ask  if  there  have  been  any 
complaints  filed  against  the  firm.  Keep  in  mind,  how- 
ever, that  the  Bureau  only  records  complaints;  it  does 
not  actively  evaluate  a company’s  practices. 

Before  any  money  is  invested,  there  is  certain  in- 
formation you  should  always  have.  If  new  issues  or 
mutual  funds  are  involved,  request  a prospectus  and 
read  it  carefully.  With  some  less  common  investments, 
it  isn’t  always  clear  how  you  would  go  about  selling 
the  investment.  Make  sure  you  have  this  information. 

Also,  add  up  all  of  the  fees  and  expenses  for  which 
you  will  be  responsible  — you  may  be  surprised  at 
the  total.  Then  if  you  still  have  any  doubts  or  do  not 
understand  something,  ask  the  salesperson  to  explain 
the  proposed  investment  to  a third  party  — perhaps 
your  lawyer  or  accountant. 

And  finally,  take  detailed  notes  during  any  meetings 
and  telephone  conversations  you  have  with  your  broker 
or  with  any  other  investment  professional.  Record  the 
time  and  date  that  the  discussion  took  place  and  the 
subject  matter.  This  documentation  will  prove  inval- 
uable if  problems  arise. 

Course  of  Action 

If  you  believe  you’ve  already  been  taken  advantage 
of  by  a less-than-scrupulous  broker,  the  following 
course  of  action  may  be  appropriate: 

Explain  the  problem  to  the  branch  manager  of  the 
firm  where  your  broker  works.  Provide  the  manager 
with  any  evidence  you  have  supporting  the  legitimacy 
of  your  claims.  If  this  does  not  yield  satisfactory  re- 
sults, send  a written  complaint  to  the  firm’s  compliance 
department,  located  in  the  firm’s  home  office. 

You  may  also  want  to  address  complaints  to  the 
exchange  or  association  to  which  the  brokerage  firm 
belongs,  such  as  the  New  York  Stock  Exchange  or  the 
National  Association  of  Securities  Dealers.  Com- 
plaints can  also  be  sent  to  your  state  securities  admin- 
istrator. Any  of  these  organizations  will  notify  the 
brokerage  form  of  your  complaints  and  request  a writ- 
ten response.  Such  pressure  from  a regulatory  orga- 
nization often  causes  a brokerage  firm  to  re-evaluate 
the  actions  of  one  of  its  brokers. 

If  not,  initiating  a court  action  or  arbitration  pro- 
cedures may  be  your  final  recourse.  For  most  individ- 
ual investors,  especially  when  the  amount  of  money 
in  question  is  less  than  $5,000,  arbitration  will  provide 
a faster,  and  therefore,  less  costly  resolution  than  a 
court  action. 

The  securities  regulation  office  in  your  state  will  be 
able  to  advise  you  about  the  strength  of  your  case  and 
how  to  proceed  with  arbitration.  0 
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Abstract 

The  efficacy  and  safety  of  ciprofloxacin  (500 
mg  administered  every  12  hours)  were  evalu- 
ated in  62  patients  enrolled  in  a prospective, 
open  study.  Fifty-three  courses  in  the  treat- 
ment of  56  infection  sites  suitable  for  evalua- 
tion were  assessed.  The  infection  sites  involved 
were  skin  and  skin  structure  (28),  respiratory 
tract  (21),  urinary  tract  (5),  and  gastrointes- 
tinal tract  (2).  Bacterial  isolates  included  16 
Pseudomonas  aeruginosa,  13  Staphylococcus 
aureus,  and  8 Escherichia  coli.  Signs  and 
symptoms  of  infection  completely  resolved  in 
46  (82%)  of  the  infection  sites.  Nine  (16%) 
improved,  and  one  (2%)  failed  to  respond. 
Ciprofloxacin  was  well  tolerated. 


Orally  administered  ciprofloxacin  has  been  clini- 
cally effective  for  the  treatment  of  infections  of  skin 
and  skin  structures,^  *'  bone, respiratory  tract, 
prostate'^-  and  urinary  tract. Ciprofloxacin  is  ac- 
tive against  a wide  variety  of  organisms  important  in 
clinical  applications,  including  organisms  that  are  re- 
sistant to  other  antimicrobial  agents.^'*’  The  rate  of 
emergence  of  resistant  bacterial  strains  in  vitro  is  much 
lower  for  ciprofloxacin  than  it  was  for  earlier  quinolone 
predecessors;  however,  although  it  is  rare,  some  bac- 
terial resistance  has  been  encountered  in  clinical  prac- 
tice. Ciprofloxacin  is  effective  against  gram-positive 
and  gram-negative  aerobic  organisms,  some  anaerobic 
organisms  are  marginally  susceptible,  but  most  are 
resistant. In  this  open,  prospective,  noncomparative 
study,  the  efficacy  and  safety  of  oral  ciprofloxacin  for 
infections  at  five  sites  were  evaluated. 


Introduction 

Ciprofloxacin,  a new  antimicrobial  agent  in  the 
quinolone  family  of  drugs,  has  shown  a high 
degree  of  in  vitro  activity  against  a wide  variety  of 
gram-positive  and  gram-negative  bacteria,  including 
Pseudomonas  aeruginosa.  Staphylococcus  aureus,  and 
Enterobacteriaceae  species.''^  Earlier  quinolones,  such 
as  nalidixic  acid  were  limited  to  the  treatment  of  uri- 
nary tract  infections^  due  to  their  limited  tissue  pen- 
etration. In  contrast,  modifications  of  the  basic  quin- 
olone structure  have  provided  for  excellent  absorption 
and  tissue  penetration  of  ciprofloxacin.'*’  * 


* Associate  Professor  of  Medicine,  University  of  Alabama  School  of  Medicine, 
University  of  Alabama  at  Birmingham,  Birmingham,  Ala. 

Address  reprint  requests  to:  Dr.  Harry  L.  Phillips,  Columbiana  Clinic  P.A.,  200 
Mildred  Street,  P.O.  Box  1006,  Columbiana,  AL  35051. 

+ Research  Coordinator,  Columbiana  Clinic,  Columbiana,  Ala. 


Materials  and  Methods 

Patients  with  suspected  bacterial  infections  at  a va- 
riety of  tissue  sites  were  admitted  to  the  study  from 
the  adult  patient  population  at  Columbiana  Clinic. 
Pregnancy,  allergy  to  quinolones,  need  for  parenteral 
therapy,  or  renal  insufficiency  (serum  creatinine  level 
3.0  mg/dL  or  greater)  constituted  the  exclusion  criteria 
for  initial  admission  to  the  study.  The  study  was  de- 
signed to  include  only  those  patients  in  the  final  anal- 
ysis whose  bacteriologic  analysis  showed  the  presence 
of  susceptible  bacteria,  who  completed  the  course  of 
therapy,  and  who  reported  for  follow-up  after  the  con- 
clusion of  therapy.  Of  62  patients  who  were  initially 
included  in  the  study,  53  patients  were  evaluable  by 
the  preceding  criteria.  Written  informed  consent  was 
obtained  from  all  participants. 

Bacterial  isolates  were  obtained  from  the  infection 
site  for  purposes  of  identification  and  susceptibility 
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testing.  Cultures  were  obtained  from  the  infection  sites 
before,  during  and  after  treatment  and  tested  using 
standard  disc  techniques  with  modified  Kirby-Bauer 
procedures.  An  inoculum  of  approximately  10^  colony- 
forming  units  was  evaluated  for  susceptibility  by  the 
standard  two-fold  tube  or  agar  dilution  procedure  using 
Meuller-Hinton  media. 

Ciprofloxacin  was  administered  orally,  500  mg  every 
12  hours.  The  effectiveness  of  the  study  drug  was 
determined  on  the  basis  of  clinical  and  bacteriologic 
response  for  each  infection  site  and  infecting  organism. 
Clinical  response  was  graded  as  follows: 

• Complete  resolution:  Disappearance  of  all  signs  and 
symptoms  related  to  the  infection. 

• Improvement:  A marked  or  moderate  reduction  in 
the  severity  and/or  number  of  signs  and  symptoms 
of  infection. 

• Failure:  Insufficient  reduction  of  signs  and  symp- 
toms. 

• Indeterminate:  No  evaluation  possible  because  the 
patient  did  not  return  for  follow-up  after  the  com- 
pletion of  therapy. 

^ Bacteriologic  response  was  evaluated  as: 

1 • Eradication 

• Marked  reduction 

• Eradication  with  recurrence 

! • Persistence 

I • Superinfection 

• Indeterminate 

j Urinalysis,  assessment  of  hematologic  and  blood 
i chemistry  parameters,  and  complete  ophthalmologic 
, evaluation  were  performed  for  each  patient.  All  pa- 
I tients  were  carefully  observed  for  signs  and  symptoms 
' of  possible  drug-related  adverse  effects. 

I 

Results 

I Among  the  62  patients  with  documented  mild  to 
! moderately  severe  infections,  53  courses  were  ac- 
1 ceptable  for  evaluation  of  efficacy  and  tolerance.  The 

1 


courses  of  therapy  that  were  not  evaluable  did  not 
fulfill  one  or  more  of  the  criteria  included  in  the  pro- 
tocol: 1)  identification  of  a susceptible  bacterial  path- 
ogen, 2)  complete  course  of  therapy,  or  3)  available 
for  follow-up.  Three  patients  had  infections  at  two 
sites,  thus  a total  of  56  infection  sites  were  treated. 
These  included:  28  skin  or  skin  structure,  21  respi- 
ratory tract  (20  lower  and  1 upper  respiratory),  5 uri- 
nary tract,  and  2 gastrointestinal  tract  infections.  Eight- 
een of  the  53  patients  were  in  poor  or  fair  health  prior 
to  treatment  because  of  the  infection  or  another  un- 
derlying condition.  Six  had  moderately  impaired  renal 
function  (serum  creatinine  level  > 1 .4  mg/dL,  but  < 
3.0  mg/dL).  Three  patients  underwent  surgery  prior 
to,  or  during  antimicrobial  therapy.  The  duration  of 
treatment  ranged  from  8 to  25  days,  and  was  deter- 
mined by  the  signs  and  symptoms  of  the  patient  during 
the  course  of  therapy.  The  mean  duration  of  treatment 
was  13.7  days. 

Clinical  response  by  infection  site.  The  clinical  re- 
sponse by  infection  site  is  shown  in  Table  I.  Signs  and 
symptoms  of  infection  were  completely  resolved  in  46 
(82.1%)  of  the  infection  sites  and  improved  in  9 
(16.1%).  The  single  upper  respiratory  tract  infection 
failed  to  respond  (1.8%). 

Bacterial  isolates  and  response  to  therapy.  Seventy- 
three  organisms  were  identified  at  various  infection 
sites.  Table  II  identifies  these  organisms  and  the  re- 
sponse to  therapy.  Noteworthy  were  the  excellent  re- 
sults obtained  in  the  treatment  of  lower  respiratory 
infections,  including  those  caused  by  Pseudomonas 
aeruginosa.  Of  13  skin  and  skin  structure  infections 
caused  by  Staphylococcus  aureus,  12  (92%)  responded 
to  treatment  (cured  or  improved)  with  ciprofloxacin. 
No  superinfections  were  observed. 

Adverse  effects.  Only  2 of  the  62  patients  who  re- 
ceived ciprofloxacin  developed  adverse  reactions.  One 
patient  had  mild  diarrhea,  possibly  related  to  drug  ther- 
apy, and  one  patient  experienced  episodes  of  moderate 
nausea  that  were  judged  to  be  related  to  concomitantly 
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TABLE  I 

Clinical  Response  by  Infection  Site 

Infection  Site 

Clinical  Response 

Resolved 

Improved 

Failed 

Total 

Skin  or  skin  structure 

19 

9 

0 

28 

Lower  respiratory  tract 

20 

0 

0 

20 

Upper  respiratory  tract 

0 

0 

1 

1 

Urinary  tract 

5 

0 

0 

5 

Gastrointestinal  tract 

2 

0 

0 

2 

Total 

46 

9 

1 

56 

(Percentage) 

(82.1%) 

(16.1%) 

(1.8%) 
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TABLE  II 

Bacterial  Eradication  by  Site  and  Organism 

Infection  Site  and 

Eradication 

Other  Response 

Causative  Organism 

Number/Total 

N umber ITotal 

Skin  or  Skin 
structure 

Proteus  mirabilis 

4/4 

0 

Enterobacter 

2/2 

0 

cloacae 

Enterobacter 

2/2 

0 

aerogenes 
Escherichia  coli 

2/2 

0 

Citrobacter  diversus 

I/I 

0 

Klebsiella 

I/I 

0 

pneumoniae 
Serratia  marcescens 

111 

0 

Pseudomonas 

4/5 

P*  1/5 

aeruginosa 

Pseudomonas 

2/2 

0 

maltophilia 

Acinetobacter 

I/I 

0 

calcoaceticus 

Staphylococcus 

10/13 

MR  2/13, 

aureus 

P 1/13 

Staphylococcus 

3/3 

0 

epidermidis 

Streptococcus 

0 

MRl/1 

faecilis 

Lower  Respiratory 
tract 

Enterobacter 

4/4 

0 

aerogenes 

Enterobacter 

1/1 

0 

cloacae 

Escherichia  coli 

2/2 

0 

Klebsiella 

1/1 

0 

pneumoniae 
Proteus  mirabilis 

1/1 

0 

Serratia 

1/1 

0 

maracescens 

Pseudomonas 

9/9 

0 

aeruginosa 

Haemophilis 

6/6 

0 

influenzae 

Streptococcus 

1/1 

0 

pneumoniae 

Upper  Respiratory 
tract 

Pseudomonas 

0 

pl/1 

aeruginosa 
Urinary  tract 
Escherichia  coli 

4/4 
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0 

pneumoniae 
Gastrointestinal  tract 
Salmonella 

1/1 

0 

enteriditis 

Pseudomonas 

1/1 

0 

aeruginosa 

Streptococcus 

1/1 

0 

faecalis 
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administered  digoxin.  Treatment  was  discontinued  in 
both  patients. 

Overall  response.  Clinical  and  bacteriologic  results 
were  combined  to  arrive  at  an  overall  response.  Clin- 
ical cure  and  complete  bacterial  eradication  were 
achieved  and  the  overall  response  was  classified  as 
cure  in  39  of  the  53  valid  therapeutic  courses  (73%). 
Partial  cure  was  seen  in  12  (22.6%)  of  the  patients. 
One  patient  failed  to  respond  and  in  one  the  response 
was  indeterminate. 

Comments 

This  study  provides  additional  data  supporting  the 
effectiveness  and  safety  of  ciprofloxacin  for  the  treat- 
ment of  tissue  infections  due  to  a wide  variety  of  bac- 
terial pathogens.  Of  the  73  causative  organisms  iden- 
tified in  the  53  evaluable  patients,  67  (92%)  were 
eradicated.  All  of  the  causative  organisms  were  erad- 
icated in  20  patients  with  lower  respiratory  tract  in- 
fections. The  drug  was  well  tolerated  by  all  patients, 
with  the  exceptions  of  one  case  of  mild  diarrhea,  and 
another  of  moderate  nausea. 

Oral  ciprofloxacin  has  previously  been  shown  to  be 
an  effective  and  well-tolerated  drug  for  therapy  of  a 
variety  of  infectious  disease.  In  clinical  trials,  com- 
parable effectiveness  to  parenteral  antimicrobial  agents 
has  been  demonstrated. Ciprofloxacin  is  the  first 
broad-spectrum  antibiotic  active  against  Pseudomonas 
aeruginosa  that  can  be  given  orally  for  systemic  in- 
fections.^® It  also  has  excellent  activity  against  orga- 
nisms resistant  to  third-generation  cephalosporins, 
broad-spectrum  penicillins,  and  aminoglycosides.^'  In 
the  past,  hospitalization  for  some  infections  has  often 
been  required  only  for  the  purpose  of  administration 
of  intravenous  therapy.  Oral  administration  has  the 
potential  to  allow  outpatient  or  at-home  treatment  of 
many  infections  caused  by  problem  pathogens  such  as 
Pseudomonas  aeruginosa,  Serratia  marcescens,  and 
methicillin-resistent  Staphylococcus,  obviating  the  need 
for  hospitalization  and  parenteral  therapy  for  some  pa- 
tients. 

Ciprofloxacin  effectively  inhibits  a wide  range  of 
aerobic  gram-positive  and  gram-negative  organisms  in 
vitro  at  concentrations  of  1 ug/ml  or  less.^'^'^'  These 
concentrations  can  readily  be  achieved  in  a wide  spec- 
trum of  body  tissues  and  fluids.®'^®  Because  of  its  range 
of  activity,  and  excellent  side  effect  and  bacterial  re- 
sistance profiles,  oral  ciprofloxacin  is  a good  choice 
for  empiric  therapy  pending  culture  and  sensitivity  re- 
ports in  the  primary  care  setting.  Since  ciprofloxacin 
is  not  a primary  nephrotoxic  substance,”  it  is  a good 
alternative  to  aminoglycosides,  particularly  in  patients 
with  impaired  renal  function.  □ 
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The  Effect  of  Government  Policy 
on  Family  Practice  Programs 

George  Handey,  M.D.* 

Thomas  M.  Wilson,  Ph.D.t 


Abstract 

Government,  both  federal  and  state,  has  long 
recognized  that  the  American  public  does  not 
have  ready  access  to  primary  care  physicians. 
Federal  and  state  legislation  has  been  passed 
to  establish  and  fund  family  practice  programs 
to  alleviate  the  shortage  of  primary  care  phy- 
sicians. In  addition  to  federal  and  state  funds, 
family  practice  programs  receive  financial  sup- 
port from  hospitals  and  generate  patient  fee 
income.  In  the  current  era  of  cost  containment, 
family  practice  programs  are  more  dependent 
on  patient  fee  income  and  hospital  support. 


Introduction 

In  the  1970’s,  federal  and  state  governments  became 
aware  that  the  American  public  did  not  have  ready 
access  to  primary  care  physicians  for  the  diagnosis  and 
treatment  of  minor  illness  or  for  referral  to  the  appro- 
priate specialist.  The  number  of  family  and  general 
practitioners  had  rapidly  declined  in  the  age  of  spe- 
cialization. For  example,  in  Alabama  in  1973,  there 
were  approximately  3,000  practicing  physicians  and 
only  700  were  family  physicians  or  general  practi- 
tioners, and  over  half  were  in  excess  of  50  years  of 
age.'  The  American  Academy  of  Family  Practice,  state 
family  practice  chapters,  and  other  interest  groups  suc- 
cessfully encouraged  many  state  legislatures  and  Con- 

*  Assistani  Professor,  UAB/Family  Practice  Program  of  Montgomery.  Alabama, 
t Department  of  Political  Science  and  Public  Administration.  Auburn  University 
at  Montgomery. 


gress  to  support  the  development  of  family  practice 
programs.  The  approach  of  state  legislatures  to  the 
development  and  support  of  family  practice  programs 
was  varied.^  Some  states  included  funding  for  family 
practice  programs  in  medical  school  budgets,  and  oth- 
ers provided  line  item  fundings.  Several  states  estab- 
lished a commission  to  identify  areas  of  under  service 
and  allocate  funds  to  residency  programs.  On  the  other 
hand,  the  federal  government  provided  grants  to  de- 
velop and  operate  family  practice  programs.  In  addi- 
tion, the  federal  government  recognized  that  teaching 
hospitals  incurred  additional  costs  and,  therefore,  pro- 
vided for  Medicare  reimbursement  of  direct  and  in- 
direct educational  expenses. 

What  is  Family  Practice? 

Family  Practice  is  the  medical  specialty  that  is  con- 
cerned with  the  comprehensive  health  care  of  the  in- 
dividual and  the  family.  Family  physicians  have  been 
recognized  as  being  cost  effective  and  efficient  pro- 
viders of  health  care,  since  they  can  confidently  man- 
age over  90  percent  of  health  problems  encountered. 
Family  physicians  represent  1 1.9  percent  of  the  phy- 
sician population,  yet  see  30.5  percent  of  the  636  mil- 
lion outpatient  visits  per  year.^  Common  ambulatory 
illnesses  treated  by  a family  physician  are  as  follows: 
arthritis,  pneumonia,  minor  injuries,  urinary  tract  in- 
fections, otitis  media,  vaginitis,  dermatitis,  and  gas- 
troenteritis, to  name  a few.  In  addition,  the  family 
physician  performs  routine  medical  physicals,  well  baby 
examinations,  family  counseling  and  psychotherapy. 
Many  family  physicians  practice  obstetrics,  but  ob- 
stetrics is  less  popular  because  of  soaring  malpractice 
insurance.  The  family  physician  has  the  breadth  in 
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training  to  select  the  appropriate  specialist  for  referral 
and  serve  as  the  coordinator  of  the  patient’s  care. 

To  become  board  certified  in  family  practice  re- 
quires completion  of  a three-year  residency  and  pass- 
ing the  American  Board  of  Family  Practice  exami- 
nation. The  family  practice  residency  is  centered  in  an 
outpatient  clinic  where  the  resident  develops  ambu- 
latory care  skills.  The  curriculum  includes  rotations  in 
internal  medicine,  pediatrics,  surgery,  obstetrics/gyne- 
cology, psychiatry,  orthopedics,  otolaryngology,  car- 
diology and  other  areas.  In  addition,  in  the  develop- 
ment of  outpatient  skills  the  resident  learns  to  manage 
medically  the  hospitalized  patient  and  the  patient  con- 
fined to  a nursing  home. 

Legislation 

Federal  financial  support  has  stimulated  the  growth 
in  number  and  development  of  family  practice  pro- 
grams. Congress  declared  in  the  opening  statements 
of  the  Health  Professions  Educational  Assistance  Act 
of  1976  (P.L.  94-484)  that  the  availability  of  high- 
quality  health  care  to  all  Americans  is  a national  goal. 
Congress  recognized  that  the  availability  of  high  qual- 
ity health  care  requires  an  adequate  number  of  primary 
care  physicians.  Health  manpower  legislation  before 
and  after  P.L.  94-484  provided  financial  support,  start- 
ing with  $5  million  in  1970,  peaking  in  1978  with  $40 
million.  In  1988,  Congress  appropriated  $36.4  mil- 
lion.'* Approximately  60  percent  of  the  family  practice 
programs  received  federal  money  in  the  form  of  direct 
grants  in  1981-82,  according  to  one  study. ^ Histori- 
cally, federal  funding  has  remained  at  a relatively  con- 
stant level,  but  considering  the  large  budget  deficit, 
medical  education  funding  may  be  reduced. 

In  addition  to  direct  grants,  the  federal  government 
allows  for  approved  educational  costs  to  be  passed 
through  to  Medicare.  In  the  original  Medicare  legis- 
lation, the  Social  Security  Amendments  of  1965  (P.L. 
89-97)  stated  that  the  cost  of  medical  education  should 
be  considered  as  a part  of  the  total  cost  of  patient  care. 
Medical  education  is  divided  into  direct  and  indirect 
costs.  Previously  direct  costs,  such  as  residents’  sal- 
aries, have  been  reimbursed  based  on  100  percent  of 
the  reasonable  cost.^  Congress  recognized  that  resi- 
dents ordered  a greater  number  of  tests  and  procedures 
as  compared  to  more  experienced  physicians,  and 
therefore,  provided  a mechanism  for  teaching  hospitals 
to  recover  some  of  the  indirect  educational  costs.’ 

As  health  care  costs  spiraled  out  of  control.  Con- 
gress passed  legislation  trying  to  contain  costs,  which 
affected  medical  education  adversely.  The  Medicare 
policy  of  reimbursing  providers  based  on  100  percent 
of  the  allowable  cost  for  medical  educational  activities 
did  not  provide  incentives  to  control  expenditures.  The 
passage  of  the  Social  Security  Amendments  of  1983 
(P.L.  98-21),  and  the  Consolidated  Omnibus  Budget 
Reconciliation  Act  of  1985  (P.L.  99-272),  limited  ex- 
penditures for  direct  and  indirect  education.  Further 


fiscal  constraints  can  be  expected  in  the  current  polit- 
ical climate,  the  era  of  cost  containment. 

With  respect  to  state  legislation,  the  Alabama  Leg- 
islature in  1976  appropriated  $1.2  million  for  family 
practice  residency  programs.*  Programs  have  been  es- 
tablished at  the  University  of  South  Alabama  School 
of  Medicine  and  the  University  of  Alabama  School  of 
Medicine  in  Birmingham.  Family  practice  programs 
are  located  at  branch  medical  school  campuses  at  Tus- 
caloosa and  Huntsville.  There  are  community-based 
University  of  Alabama  affiliated  programs  in  Mont- 
gomery, East  End,  and  Selma.  The  Gadsden  program 
has  closed  because  of  financial  problems,  and  the  An- 
niston program  is  in  the  process  of  closing.  Carraway 
Methodist  Hospital  in  Birmingham  has  a privately 
funded  family  practice  program.  Historically,  the  in- 
dividual state-supported  programs  have  been  funded 
by  line  item  in  the  state  budget,  and  approximately  $4 
million  has  been  appropriated  per  year  since  1983.® 
For  fiscal  year  1988-89,  there  probably  will  not  be 
line  appropriation  for  family  practice  programs  in  the 
budget.  State  medical  schools  will  determine  the  level 
of  funding  for  family  practice  residency  programs. 

Family  Practice  Program  Growth 

The  growth  in  the  number  of  residency  positions 
and  programs  was  primarily  stimulated  by  federal  and 
state  funding.  In  1987,  according  to  the  American 
Academy  of  Family  Practice,  there  were  382  residency 
programs  with  2,607  positions  per  year,  and  94.2  per- 
cent of  the  first  year  positions  were  filled.'®  The  ma- 
jority of  the  family  practice  programs  are  located  in 
the  community  away  from  the  academic  health  centers 
and  are  associated  with  medical  schools.  In  July,  1987, 
2,458  residents  were  graduated,  yielding  a total  of 
24,437  family  physicians  since  January,  1970."  In 
Alabama,  there  are  57  positions  for  first-year  residents 
and  nine  family  practice  programs.  The  programs  have 
graduated  405  family  physicians,  and  227  have  re- 
mained in  Alabama.'’ 

Cost  and  Financing 

Family  practice  program  costs  are  distributed  among 
resident  stipends,  faculty  salaries,  and  ambulatory  care 
center  operating  expenses.  Resident  stipends  have  a 
wide  range  among  the  382  programs.  Representative 
family  practice  resident  salaries  for  the  State  of  Ala- 
bama are  as  follows:  first  year  — $22  thousand;  second 
year — $23  thousand;  and  third  year  — $24  thousand. 
Residents  are  provided  health  insurance,  malpractice 
insurance,  life  insurance,  and  paid  vacations.  Salaries 
and  fringe  benefits  for  faculty  depend  on  experience 
and  region  in  the  country.  Major  ambulatory  care  cen- 
ter costs  include  facility  rent,  support  personnel,  and 
supplies,  to  mention  a few.  According  to  a recent 
article,  total  operating  costs  were  divided  as  follows; 
32  percent  for  resident  stipends,  31  percent  for  faculty 
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salaries,  29  percent  for  clinic  expenses,  and  8 percent 
for  other  ancillary  expenses.'^  Ciriacy,  et  al,  further 
calculated  the  mean  cost  per  resident  position  at  $57,471 
for  198 1-82. '■’  A reasonable  assumption  with  respect 
to  inflation  is  that  the  mean  costs  per  resident  or  pro- 
gram operating  expenses  have  escalated  since  1981- 
82. 

Family  practice  programs  are  primarily  financed  from 
income  received  from  hospitals,  state  funds,  and  pa- 
tient fees.  In  general,  hospitals  provide  funds  for  res- 
ident stipends.  Previously,  hospitals  were  allowed  to 
pass  through  reasonable  cost  of  stipends  to  Medicare, 
but  because  of  recent  cost-containing  legislation,  reim- 
bursement has  been  reduced.  Review  of  a hospital’s 
cost  report  to  Blue  Cross/Blue  Shield,  the  fiscal  in- 
termediary for  Medicare,  revealed  that  reimbursement 
approximates  50  percent  of  cost.’^  The  level  of  state 
funding  for  family  practice  programs  varies  by  state 
and  by  program.  A survey  by  Ciriacy,  et  al.  demon- 
strates a range  of  funding  from  0.0  to  63.9  percent  of 
a program’s  budget.'^  Additional  funds  are  generated 
by  faculty  and  residents  for  medical  care  provided  to 
patients  in  the  ambulatory  care  center  and  the  hospital. 
Patient  fee  income  appears  to  be  an  unlimited  source 
of  funding  for  family  practice  programs,  but  unfor- 
tunately, reimbursement  for  services  provided  by  the 
family  physician  from  third  party  payers  are  inadequate 
to  sustain  financially  a family  practice  program.  For 
example,  for  a $25  office  visit  (CPT  90050),  Medicare 
pays  $11.20  and  the  patient  is  responsible  for  $2.80 
when  Medicare  assignment  is  accepted.  Medicaid  also 
reimburses  $11.20  and  the  patient  is  responsible  for 
$1.00.  HMOs  pay  by  capitation,  a set  fee  per  enrollee, 
or  a reduced  fee  for  service.  Furthermore,  the  number 
of  patient  visits  per  resident  is  restricted  to  give  the 
resident  an  adequate  opportunity  to  examine  and  treat 
the  patient  and  to  interact  with  faculty,  so  that  the 
resident  can  become  more  efficient  and  educationally 
benefit  from  the  patient  care  experience.  In  summary, 
Ciriacy,  et  al. , determine  sources  of  income  for  family 
practice  programs  to  be  derived  as  follows:  35  percent 
hospital,  31  percent  patient  fee  income,  21  percent 
state,  7 percent  federal,  and  6 percent  other. 

Family  Practice  Programs:  A Community  and 
Hospital  Resource 

Family  practice  programs  provide  medical  care  to  a 
large  patient  population  with  diverse  socio-economic 
backgrounds.  In  general,  all  residency  programs  have 
provided  indigent  care.  The  family  practice  ambula- 
tory care  center,  when  compared  to  emergency  rooms, 
can  provide  economical  medical  care  to  the  indigent, 
the  uninsured  and  the  working  poor.  Affordable  and 
routine  medical  care  for  the  segment  of  the  population 
to  whom  cost  is  a major  deterrent  will  result  in  a 
reduction  in  uncompensated  hospital  care. 

A family  practice  center  serves  as  a source  of  patient 
referrals  for  admission  to  a hospital  or  to  a specialist. 
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A retrospective  study  of  the  1986-87  fiscal  year  for 
the  Montgomery  Family  Practice  Center  revealed  that 
387  patients  were  admitted  to  the  hospital.  Review  of 
195  charts  demonstrated  that  90  percent  of  the  patients 
had  insurance  — either  Medicare,  Medicaid  or  other 
third-party  payer.  There  were  131  in-hospital  referrals 
to  specialists  for  consultation.  A breakdown  of  the 
referrals  was  as  follows:  16  percent  — gastroenter- 
ology; 10  percent  — pulmonary;  18  percent  — car- 
diology; 43  percent  — surgery;  and  13  percent  — 
other.  An  estimated  $1  million  in  revenue  was  gen- 
erated for  the  hospital.  The  consultation  fees  are  dif- 
ficult to  ascertain,  but  were  probably  substantial  since 
third-party  payers  reimburse  generously  for  proce- 
dures. 

Hospital  administrators  recognize  the  necessity  in 
the  decade  of  declining  census  of  maintaining  a patient 
population  base.  Therefore,  family  physicians  are  ac- 
tively recruited  by  hospitals  and  assisted  in  establishing 
a practice.  Jackson  and  Coker,  a physician  search  and 
consulting  firm,  calculate  that  a family  physician  gen- 
erates at  least  one  referral  admission  for  each  direct 
admission,  resulting  in  $750  thousand  in  revenue  on 
average  for  a hospital.'®  Graduating  family  practice 
residents  serve  as  a source  of  new  physicians  for  the 
hospital,  since  many  will  elect  to  practice  at  their  train- 
ing hospital  or  at  least  in  close  proximity. 

Conclusion 

Government  responded  appropriately  to  the  shortage 
of  primary  care  physicians.  Policies  were  established 
to  increase  the  supply  of  family  physicians  by  estab- 
lishing and  funding  family  practice  programs.  The  level 
of  government  funding  has  been  reduced  in  the  era  of 
cost  containment.  Unless  the  political  climate  changes, 
family  practice  programs  will  be  more  dependent  on 
patient  fee  income  and  hospital  support.  Since  patient 
fee  income  is  limited,  hopefully,  hospital  administra- 
tors and  medical  staffs  will  recognize  the  value  of 
family  practice  programs  and  increase  financial  sup- 
port. [3 

References 

1 . Alabama  Academy  of  Family  Physicians:  Information  on  Family  Practice  Res- 
idency Pro^ams  in  Alabama,  1987. 

2.  American  Academy  of  Family  Physicians;  State  Legislation  and  Funding  for 
Family  Practice  Programs.  Kansas  City,  AAFP,  1987. 

3.  The  Council  on  Long  Range  Planning  and  Development:  American  Medical 
Association,  the  Future  of  Family  Practice.  JAMA,  1988;260:1272-79. 

4.  Rickets,  T.,  DeFriese,  G.,  Wilson,  G.;  Trends  in  the  Growth  of  Family  Practice 
Residency  Training  Programs,  Health  Affairs  (winter)  1986;84-96. 

5.  Ibid.,  p.  93. 

6.  Proposed  Rules.  Federal  Register  (May  21),  1985;50:21026-21030. 

7.  Ibid.,  p.  21026. 

8.  AAFP:  State  Legislation  and  Funding  for  Family  Practice  Programs.  1-2. 

9.  Ibid.,  pg.  2. 

10.  Results  of  Annual  Survey  of  Family  Practice  Residency  Programs.  AAFP, 
Reprint  150,  1987. 

11.  Ibid.,  Reprint  150. 

12.  Alabama  Academy  of  Family  Physicians;  Information  on  Family  Practice 
Residency  Programs  in  Alabama  (July  1),  1987. 

13.  Ciriacy,  E.W.,  et  al:  The  Cost  and  Funding  of  Family  Practice  Graduate 
Education  in  the  United  States.  J Fam  Prac  1985;20:285-295. 

14.  Ibid.,  p.  289. 

15.  Cost  Report  for  Jackson  Hospital:  BCBS,  Birmingham  (July  1),  1986. 

16.  Ciriacy,  E.  W.,  et  al:  p.  289. 

17.  Ibid.,  p.  290. 

18.  Professional  Briefs.  Medical  Economics  (April  18),  1988,  9. 


Breast  Cancer  and  Breast 
Preservation: 

A Perspective 

Gregory  W.  Cotter,  M.D.* 


Introduction 

Breast  preservation  in  women  with  early  breast  can- 
cer (Stages  I and  II)  has  been  a topic  of  much 
debate  and  controversy.  Conservative  surgery  and  pri- 
mary radiation  therapy  has  been  gaining  in  popularity 
among  women  primarily  due  to  the  obvious  cosmetic 
superiority  to  modified  radical  mastectomy.  Today  data 
shows  that  this  cosmetic  form  of  treatment  for  early 
breast  carcinoma  gives  a statistical  chance  of  survival 
equal  to  mastectomy.'-*  Controversy,  however,  con- 
tinues primarily  over  selection  of  patients,  the  amount 
of  surgical  resection  required  and  the  amount  of  ra- 
diation therapy  required.  To  confuse  the  issue  even 
more  are  the  changing  recommendations  for  adjuvant 
chemotherapy.  With  all  of  these  factors  to  consider 
how  is  a physician,  especially  the  non-oncologist,  able 
to  counsel  a woman  as  to  whether  this  conserving  type 
of  treatment  is  right  for  her?  In  the  paragraphs  that 
follow  I will  try  to  present  the  factors  regarding  patient 
selection  and  treatment  which  I feel  are  important. 

Informed  Decision 

The  most  important  factor  in  patient  selection  is  the 
obvious.  Does  the  woman  with  early  stage  breast  can- 
cer want  to  preserve  her  breast?  Fundamental  to  this 
initial  decision  is  that  the  woman,  if  she  is  a suitable 
candidate,  understand  what  is  required  to  preserve  her 
breast  and  at  the  same  time  render  effective  treatment 
of  her  breast  cancer.  It  is  important  for  the  woman  to 
understand  that  breast  conserving  treatment  is  a cos- 
metic alternative  to  mastectomy.  She  must  also  un- 
derstand that  this  conserving  approach  will,  in  general, 
require  more  effort  not  only  on  her  part  but  on  the  part 
of  her  physicians  compared  to  mastectomy  alone.  It 
may,  however,  require  less  time  and  effort  overall 
compared  to  mastectomy  and  delayed  reconstruction. 

• Providence  Cancer  Center,  6701  Airport  Blvd,,  Mobile,  Alabama  36608  and 
The  University  of  South  Alabama.  College  of  Medicine  Cancer  Center,  307  University 
Blvd.,  Mobile,  Alabama  36688. 


It  is  the  physician’s  responsibility  to  present  the 
viable  treatment  options  to  the  woman  in  the  most 
unbiased  and  understandable  way  possible.  Only  in 
this  way  can  a patient  make  an  informed  decision  re- 
garding her  treatment.  Some  states  have  gone  so  far 
as  to  require  this  by  law. 

Cosmetic  Goal 

Another  important  consideration  in  the  initial  dis- 
cussion with  the  patient  is  an  understanding  of  the 
patient’s  cosmetic  expectations  and  also  her  under- 
standing of  what  can  technically  be  accomplished.  Per- 
fect preservation  of  the  patient’s  breast  is  ideal,  how- 
ever, may  not  be  necessary  or  possible.  It  is  important 
that  the  patient  and  physician  each  understand  what 
the  ultimate  cosmetic  goal  will  be.  In  reviews  of  cos- 
metic preservation  approximately  70-80%  of  women 
will  experience  excellent  preservation  of  their  breasts.^-  ^ 
Patients  are  often  more  accepting  of  the  final  result 
than  are  their  physicians.  Less  than  perfect  preserva- 
tion may  be  very  acceptable  to  the  patient  especially 
if  the  alternative  is  loss  of  the  entire  breast.  Both  the 
patient  and  the  physician  should  also  be  aware  of  the 
role  that  reconstructive  surgery  can  play.  Conservative 
surgery  and  primary  radiotherapeutic  treatment  of  breast 
cancer  does  not  exclude  a role  for  reconstructive  sur- 
gery. In  some  cases  subtotal  breast  preservation  may 
allow  a lesser  degree  of  reconstructive  surgery  to  be 
performed.  In  these  cases  the  ultimate  cosmetic  result 
may  be  superior  than  if  either  cosmetic  approach  were 
used  separately. 

Radiographic  Factors 

From  the  selection  standpoint  the  primary  goal  is  to 
identify  women  that  have  only  a single  focus  of  tumor 
in  their  breasts.  To  achieve  this  requires  review  of  the 
patient’s  pretreatment  mammograms.  If  the  patient  has 
suspicious  areas,  such  as  clustered  microcalcification, 
suggestive  of  another  abnormal  lesion  these  must  be 
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biopsied.  If  two  or  more  separate  malignant  tumors 
are  identified  in  the  same  breast  1 recommend  the  pa- 
tient undergo  a mastectomy.  If  the  patient’s  mam- 
mograms reveal  her  breast  to  be  difficult  to  image 
adequately  then  this  may  compromise  future  exami- 
nations. Since  local  recurrence  of  the  breast  cancer 
occurs  in  a small  percentage  of  w'omen  it  is  important 
to  detect  the  cases  where  this  has  occurred  to  allow 
salvage  surgery  to  be  performed  as  early  as  possible.'^ 
The  physician  must  decide  whether  a patient’s  breast 
can  be  adequately  evaluated  on  an  ongoing  basis.  If 
adequate  radiographic  evaluation  cannot  be  obtained 
then  the  patient  is  not  an  ideal  candidate. 

Pathologic  Factors 

The  microscopic  evaluation  of  the  breast  cancer  is 
important.  The  most  extensive  experience  with  this 
form  of  treatment  is  from  patients  with  infiltrating 
ductal  carcinoma  of  the  breast.  Ideal  patients  have  a 
well  circumscribed  lesion  with  little  or  no  intraductal 
component.  This  will  often  allow  a complete  micro- 
scopic excision  to  be  easily  performed.  It  is  important 
to  ink  the  resection  margins  during  pathologic  exam- 
ination to  help  identify  any  tumor  at  the  margins  of 
resection. 

Patients  with  a large  amount  of  intraductal  carci- 
noma in  their  tumor  and  also  in  foci  separate  from  the 
primary  tumor  are  at  high  risk  for  local  recurrence. 
These  patients  can  often  undergo  reexcisions  with  a 
wider  margin.  If  the  margins  are  free  of  tumor  and  no 
further  intraductal  carcinoma  is  found  then  treatment 
with  radiation  therapy  can  proceed.  If  more  intraductal 
tumor  is  found  the  physicians  need  to  consider  boosting 
the  margins  of  resection  with  higher  doses  of  radiation 
or  performing  additional  surgery  including  mastec- 
tomy. If  the  patient  continues  to  desire  breast  pres- 
ervation then  she  should  understand  that  she  may  be 
at  a higher  risk  of  local  relapse. 

High  nuclear  grade  does  not  seem  to  portend  a higher 
local  failure  rate.  In  those  that  experience  local  re- 
currence the  interval  to  recurrence  is  often  shorter  with 
tumors  of  high  nuclear  grade  compared  with  those  of 
lower  nuclear  grades. 

Tumor  Location  and  Size 

Location  and  size  of  the  tumor  in  the  women’s  breast 
must  be  considered  primarily  from  the  cosmetic  stand- 
point. Central  and  medially  located  tumors  may  allow 
for  less  than  an  excellent  cosmetic  result  to  be  ob- 
tained. Neither  is  an  absolute  contraindication  if  the 
woman  is  aware  of  the  cosmetic  results  which  will  be 
obtained.  In  patients  with  completely  resected  tumors 
the  original  tumor  size  does  not  appear  to  be  signifi- 
cantly associated  with  the  incidence  of  local  recur- 
rence. In  the  average  woman  it  is  often  difficult  to 
remove  a tumor  much  larger  than  3-4  cm.  in  diameter 
with  an  adequate  margin  and  leave  the  patient  with  an 


TABLE  1 

Relationship  of  the  Administered  Dose  of  Radiaton  to  the 
Amount  of  Residual  Tumor 

Surgery 

Radiation  Therapy 

I.  No  Residual  Tumor 

Quadrantectomy 
Segmentectomy 
Complete  microscopic 
tumor  excision 

4500  cGy(rad) 

( + / — ) 

1600  cGy(rad)  boost 

II.  Microscopic  Residual 
Tumor  Present 

Complete  “gross” 
tumor  excision 

4500  cGy(rad) 

+ 

2100-2500  cGy(rad)  boost 

III.  Gross  Residual  Tumor 
Present 

Incisional  biopsy 

Needle  biopsy 

4500  cGy(rad) 

+ 

2500-3500  cGy(rad)  boost 

excellent  cosmetic  result.  It  is  therefore  of  key  im- 
portance to  consider  the  proportional  relationship  of 
the  tumor  to  the  breast  in  each  patient.  Again,  it  is 
important  that  the  patient  and  physician  each  under- 
stand what  the  ultimate  cosmetic  goal  will  be. 

Radiation  Therapy 

Many  different  combinations  of  conservative  sur- 
gery and  primary  radiation  therapy  for  treatment  of 
early  breast  carcinoma  may  be  utilized  In  general  the 
goal  is  to  administer  the  amount  of  radiation  corre- 
sponding to  the  amount  of  residual  tumor.  Often  a 
decision  will  have  to  be  made  whether  to  reexcise  a 
positive  tumor  margin  or  apply  a higher  local  dose  of 
radiation  therapy  (Table  1).  I favor  complete  micro- 
scopic excision  of  the  woman’s  breast  cancer.  This 
allows  a lower  dose  of  radiation  to  be  administered 
and  reduces  the  risk  of  radiation  related  complications. 
Only  through  communication  between  the  surgeon, 
pathologist  and  radiation  oncologist  can  the  surgery 
and  radiation  therapy  be  blended  to  obtain  the  best 
possible  results  for  the  patient. 

Other  factors  such  as  axillary  nodal  status  must  also 
be  considered.  In  general  once  lymphatic  spread  has 
occurred  the  highest  risk  of  recurrence  will  be  distant 
to  the  breast  after  treatment.  Since  the  risk  of  distant 
recurrence  is  high  in  node  positive  patients,  and  some 
selected  groups  of  node  negative  women,  it  is  impor- 
tant that  systemic  therapy  be  administered  in  appro- 
priate cases.  Having  positive  lymph  nodes,  however, 
does  not  preclude  women  from  undergoing  breast  con- 
serving treatment.  In  general  one  must  address  the 

continued  on  page  42 
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PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


EMERGENCY  MEDICINE  — Immediate  opportunity  for  ER  Staff 
Physicians  and  Director  in  Southern  Alabama,  at  government  fa- 
cility. Excellent  compensation.  Additional  openings  available  in 
South  Carolina,  Kentucky,  and  Missouri.  Call  collect  (717)  825- 
2500  or  send  C.V.  to  AES,  Inc.,  P.O.  Box  2510,  Wilkes-Barre, 
PA  18703. 


I FAMILY  PRACTICE  CLINIC  need  additional  physicians  to  begin 
I immediately.  Guarantee  salary  with  incentive  bonus.  Malpractice 
I insurance.  Little  night  call.  Wide  variety  of  adult  and  pediatric 
patients.  Flexible  schedule  allows  time  for  family  or  other  interests. 
Contact  R.  Robbins  (205)  353-6874.  Send  CV  to  R.  Robbins, 
P.O.  Box  5294,  Decatur,  AL  35601. 


PRACTICES  FOR  SALE  — Birmingham,  Mobile,  Huntsville  — 
high  quality,  grossing  $300, (XK) -I- , located  in  very  desirable  areas, 
excellent  staffs,  great  opportunities.  Call  Aftco  Associates  (205) 
! 985-3004  or  write  to  3()0  Riverchase  Galleria,  Suite  800,  Bir- 

I mingham,  AL  35244. 

I 

PRACTICE  SALES  AND  APPRAISALS  — Aftco  Associates, 
established  in  1968,  is  the  largest  national  firm  specializing  in 
appraising  and  selling  health  care  practices.  On-site  appraisals 
optional.  Appraisal  fee  applied  toward  seller  commission,  if  sale 
desired.  35  offices  nationwide  to  serve  you.  Contact  Aftco  As- 
sociates, 3000  Riverchase  Galleria,  Suite  800,  Birmingham,  AL 
35244  (205)  985-3004. 


EMERGENCY  MEDICINE  — Physician-managed  emergency  de- 
partment offering  immediate  placement  for  full  or  part-time  po- 
sitions for  ER  serving  220-bed  hospital  in  the  Gadsden,  Alabama 
area.  Annual  visits  running  22,000  -I- . Full  complement  of  spe- 
cialists, competitive  salary  and  liberal  benefits.  Applicants  should 
be  BC/BE  in  a primary  care  specialty  or  have  comparable  expe- 
rience. ACLS/ATLS/APLS  preferred.  Send  CV  with  letter  of  in- 
terest to  100  Crestwood  Drive,  Birmingham,  AL  35213,  (205) 
871-5979. 


FPs  & IMS  DESPERATELY  NEEDED  IN  BIRMINGHAM, 
MONTGOMERY,  AND  TUSCALOOSA.  Compensation  & ben- 
efits more  than  competitive.  Send  CV  to  POB  6002,  Tuscaloosa, 
AL  35405. 


$250K  GUARANTEED  FIRST  YEAR  FOR  ORTHOPAEDIC 
SURGEON.  Located  in  lovely  town  of  20,000  (83,000  in  County) 
less  than  one  hour  from  large  metropolitan  city.  Office  and  fur- 
nishings state-of-the-art.  Solo  practice  with  coverage.  Send  CV  to 
POB  6002,  Tuscaloosa,  AL  35405. 


$5,000-$60,000:  FOR  PHYSICIANS  UNSECURED  Signature 
Loans.  Available  for  Debt  Consolidation,  Investments,  Tuition, 
Relocations,  Purchase  of  Medical  Practices  or  any  need  including 
Taxes.  No  points  or  fees.  Competitive  rates.  Level  payments  up 
to  six  years.  No  prepayment  penalty.  For  application  call  Toll  Free 
1-800-331-4952,  Dept.  114,  MediVersal. 


NATCHEZ,  MISSISSIPPI  — Seeking  director,  full-time  and  part- 
time  emergency  department  physicians  for  101  bed  hospital.  At- 
tractive compensation,  full  malpractice  insurance  coverage,  and 
benefit  package  available.  Contact;  Emergency  Consultants,  Inc., 
2240  S.  Airport  Rd.,  Room  9,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


NASHVILLE,  Southeast:  Seeking  full-time  and  part-time  physi- 
cians for  growing  emergency  department.  Attractive  salary  and 
complete  malpractice  insurance  coverage.  Benefit  package  avail- 
able to  full-time  staff.  Contact;  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  9,  Traverse  City,  MI  49684;  1-800-253- 
1795  or  in  Michigan  1-800-632-3496. 


1989  CME  CRUISE/CONFERENCES  ON  MEDICOLEGAL  IS- 
SUES & RISK  MANAGEMENT  — Caribbean,  Mexico,  Alaska/ 
Canada,  China/Orient,  Scandinavia/Russia,  Mediterranean,  Black 
Sea,  Trans  Panama  Canal.  Approved  for  24-28  CME  Category  1 
Credits  (AMA/PRA)  and  AAIT*  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Pre-scheduled  in  compliance  with  IRS  re- 
quirements. Information:  International  Conferences,  189  Lodge 
Ave.,  Huntington  Station,  NY  11746.  (800)  521-0076  or  (516) 
549-0869. 


PRIMARY  CARE  CLINICS:  Family  Practice  physicians  are  needed 
for  primary  care  clinics  in  Anniston  and  Huntsville,  Alabama. 
Visits  are  scheduled  by  appointment  averaging  25  to  30  patients 
per  day  per  physician.  Clinic  hours  are  8:00  a.m.  to  5:00  p.m. 
Monday  through  Friday.  Annual  reimbursement  of  $75, (XX)  plus 
(based  on  a 40-hour  week  and  physician’s  performance),  high- 
limit  occurrence  malpractice  insurance  offered,  allowance  for  CME, 
professional  dues,  state  licensing  fee  and  relocation  expenses.  For 
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Classifleds 
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complete  details,  contact  Ben  Hatten,  Spectrum  Emergency  Care, 
P.O.  Box  27352,  St.  Louis,  MO  63141;  1-800-325-3982,  exten- 
sion 3004. 


INTERNIST  — BC/BE  Internist  needed  to  join  4 man  group  in 
Montgomery.  Salary  leading  to  partnership.  Send  CV  to  IMA, 
2055  E.  South  Blvd.,  Montgomery,  AL  36116. 


CLOSING  PRIVATE  PRACTICE;  furniture,  equipment,  labora- 
tory, and  instruments  for  sale.  William  L.  Smith,  M.D.,  263- 
2762,  22  South  Jackson  St.,  Montgomery,  AL  36104. 


Breast  Cancer  and 
Breast  Preservation 

continued  from  page  40 

local  treatment  of  breast  cancer  as  a separate  issue 
from  systemic  treatment.  Many  different  schemes  of 
integrating  radiation  therapy  and  chemotherapy  have 
been  described.  These  include  sequential  and  concur- 
rent regimens,  however,  most  seem  to  deliver  similar 
results  in  terms  of  survival. 

Conclusions 

In  summary,  the  conservative  treatment  of  primary 
breast  cancer  has  one  ultimate  goal.  The  goal  is  to 
adequately  treat  the  woman’s  breast  cancer  and  provide 
her  with  an  acceptable  cosmetic  preservation  of  her 
breast.  As  physicians  we  are  able  to  reduce  the  fear 
of  breast  cancer  treatment  through  a willingness  to 
offer  this  conserving  form  of  treatment.  It  is  important, 
however,  that  patients  be  properly  selected  and  treat- 
ment individualized  to  reach  this  goal.  0 
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AUXILIARY 


Mrs  Robert  H.  Rhyne,  Jr. 
A-MASA  President 


A-MASA  Progress  Notes 


Rise  to  the  challenge:  When  I chose  this  theme 
I had  no  idea  how  many  challenges  I would  face 
as  president  of  A-MASA.  The  challenges  of  writing 
articles  for  Alabama  Medicine,  of  learning  to  read  road 
maps,  of  leading  a vibrant  state  wide  organization  and 
the  challenge  of  meeting  deadlines  have  made  this  year 
one  of  hard  work  and  satisfaction. 

To  travel  this  state  to  visit  your  spouses  and  witness 
the  great  projects  they  are  operating  makes  me  very 
proud  of  our  members  and  optimistic  for  our  com- 
! munities.  The  number  of  dollars  raised  and  the  amount 
j of  time  devoted  to  the  sick  and  needy  would  shock 
j your  imagination.  Our  funds  continue  to  come  from 
the  hard  work  of  selling  or  of  putting  on  plays  and 
shows  or  of  sponsoring  other  entertainment. 

Health  Projects:  In  each  county  auxiliary  there  are 
hands-on  activities  that  include  such  projects  as  child 
abuse  puppet  shows,  car  seat  loaner  programs,  assist- 
ance with  Healthlines,  participation  in  Salvation  Army 
programs,  AIDS  education,  and  teen  pregnancy  edu- 
cation and  teen  organ-donor  programs.  Programs  are 
chosen  to  address  local  problems.  Two  counties  raise 
thousands  of  dollars  each  year  to  fund  camps  for  chil- 
dren who  have  cancer.  Another  county  has  chosen  a 
long  term  project  that  involved  building  a house  for 
non-delinquent  teenage  girls  who  have  been  removed 
from  their  homes  because  of  abuse. 

AMA/ERF:  This  concern  is  the  main  focus  of  our 
statewide  efforts  in  fund  raising.  The  total  for  this  year 
is  not  complete  yet  but  through  the  hard  work  and 


generosity  of  you  and  your  spouses,  the  outlook  at  this 
time  is  very  bright.  Contributions  from  memorials  and 
sharing  cards  continue  to  grow.  The  project  “Apple- 
A-Peel”  cookbook  nears  completion. 

Metal  Implant  Bank:  this  project  has  been  initiated 
in  Jefferson  County  under  the  able  leadership  of  Mrs. 
James  Flanagan  (Pam)  to  receive  orthopedic  appli- 
ances that  are  removed  from  patients  who  no  longer 
need  them.  These  expensive  pieces  of  medical  hard- 
ware are  accumulated  to  be  sent  to  the  California  aux- 
iliary who  will  include  them  in  their  shipment  to  South 
American  hospitals  for  use  at  no  charge  in  public  health 
patients.  This  effort  has  been  enthusiastically  received 
by  the  three  hospitals  who  were  approached  and  it  is 
hoped  that  this  will  become  adopted  at  our  annual 
convention  as  a state  project. 

Leadership  Training  is  provided  by  the  AMA  Aux- 
iliary in  Chicago  during  February  and  October  which 
has  been  most  beneficial  to  the  state  and  county  pres- 
idents-elect.  We  have  taken  advantage  of  this  oppor- 
tunity by  sending,  in  addition  to  the  president,  the 
A-MASA  president-elect,  Mrs.  John  Hardiman;  nom- 
inated president-elect,  Mrs.  Charles  Patterson  and 
county  presidents-elect:  Mrs.  John  Faucette,  Jefferson; 
Mrs.  David  Lee,  Mobile;  Mrs.  Bill  Richardson,  Walker; 
Mrs.  Luis  Ardon,  Montgomery;  Mrs.  Richard  Snow, 
Tuscaloosa;  Mrs.  Walter  Pinson,  Talladega;  and  Mrs. 
Michael  Gosney,  Colbert. 

Sessions  were  held  on  effective  programming  for 
quality  meetings,  every  Member-a- Vital-Member,  team 
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efforts-Medical  Societies  and  Auxiliaries,  and  provid- 
ing support  systems  for  members’  needs.  Health  issues 
are  also  addressed.  The  enthusiasm  is  contagious  and 
presidents-elect  return  with  ideas  and  plans  to  imple- 
ment in  their  county. 

The  Fall  Board  of  A-MASA  was  held  in  Decatur  in 
September  and  featured  Mrs.  Gordon  Deen,  AM  A 
Auxiliary  Membership  Chairman.  Also,  Dr.  Betty 
Vaughn,  Tri-County  Health  Officer,  presented  an  up- 
date on  AIDS.  Mr.  Nick  Rolf,  local  attorney,  gave  a 
repport  on  the  status  of  the  Tort  Reform  Law. 

The  Winter  Board  was  held  in  Anniston  in  January. 
Mrs.  Julius  Dunn,  AM  A Auxiliary  Southern  Region 
Director,  gave  a report  on  Adolescent  Health  which 
was  followed  by  Dr.  David  Branyon,  child  psychiatrist 
from  Anniston,  who  talked  on  local  problems.  Dr. 
James  West  brought  us  a Message  from  the  Board  of 
Censors.  Both  Boards  were  well  attended  and  most 
informative. 


Membership  continues  to  be  strong  but  there  are 
still  many  of  your  spouses  who  are  not  members  of 
your  auxiliary.  Please  ask  them  to  visit  us  to  consider 
joining.  We  are  especially  proud  of  our  new  Chapter 
that  was  formed  in  Cullman  County  this  year. 

I wish  to  express  my  gratitude  to  MASA  for  the 
wonderful  support  you  have  given  me  and  your  aux- 
iliary this  year.  The  people  at  MASA  Services  have 
been  outstanding  with  their  cooperation  and  printing. 

The  1989-1990  president,  Mrs.  JohnHardiman,  will 
assume  office  in  April.  A-MASA  will  be  in  good  hands 
under  her  leadership. 

Although  many  challenges  have  certainly  been  met 
this  year,  many  more  remain.  Let  us  continue  to  meet 
them.  S 


AFFORDABLE  TERM  LIFE  INSURANCE  - 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 


MALE  AGES 


$250,000 


$500,000 


$1,000,000 


25 

187.50 

325.00 

450.00 

30 

197.50 

345.00 

500.00 

35 

202.50 

355.00 

550.00 

40 

225.00 

400.00 

640.00 

45 

282.50 

490.00 

860.00 

50 

387.50 

700.00 

1,040.00 

55 

542.50 

1,035.00 

1,530.00 

60 

875.00 

1,700.00 

2,760.00 

65 

1,550.00 

3,000.00 

5,040.00 

Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A-i-  ” by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 


COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  AL  36606 

Above  rates  are  provided  by  Kentucky  Central  Life  and  Jackson  National  Life 


(205)  476-1737 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Contraindications;  VASOTEC*  (Enalapnl  Maleate.  MSD)  is  contraindicated  in  patients  wtio  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitoi 
Warnings:  Angioedema  Angioedema  oi  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientstreatedwith  ACEinhibitors.  includingVASOTEC- Insuch  cases.  VASOTECshould  be  promptlydiscontinuedand  the 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  the  lace  and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symploms 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  Involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,e.g.,  subcutaneous  epinephrine  solution 
t.iOOO  (0.3  mL  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIONS.) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Heart 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed;  caution  should  be  observed  when  initiating  therapy.  (See  DOSAGE  AND  ADMINISTRATIDN.)  Patients  at 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  failure,  hyponatremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology.  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  for  excessive 
hypotension  who  are  able  to  tolerate  such  adjustments.  (See  PRECAUTIONS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  su^  patients  should  be  followed  closely  for  the  lirst  two  weeks  ol  treatment  and  whenever  the  dose  ol  enalapnl 
and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident. 
It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of  VASOTEC, 
which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  If  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant  diuretic  may  be  necessary 
NeutropenialAgranulocytosis  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  Ireguently  in  patients  with  renal  impairment,  especially  it  they 
also  have  a collagen  vascular  disease.  Available  data  from  clinical  Inals  of  enalapril  are  insutticient  to  show  that  enalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of  white  blood  cell 
counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function:  As  a conseguence  ol  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure 
whose  renal  lunction  may  depend  on  the  activity  ol  the  renin-angiotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
inaeases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment.  Dosage  reduc- 
tion and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  reguired 

Evaluation  ol  patienU  with  hypertension  or  heart  lailure  should  always  Include  assessment  of  renal 
lunction.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hyperkalemia:  Elevated  senjm  potassium  (>  5.7  mEg/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy.  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0,28%  ol  hypertensive  patients  In  clinical  trials  in  heart  lailure,  hyperkalemia  was 
observed  in  3 8%  of  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant  use 
of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should 
be  used  cautiously  it  at  all.  with  VASOTEC  {See  Drug  Interactions) 

Surgery/Anesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  It  tormation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  lo  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Palienis 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowing  the  lirst  dose  of  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symploms  suggesting  angioedema  (swelling 
ot  lace,  extremities,  eyes.  lips,  tongue,  difticulty  in  swallowing  or  breathing)  and  lo  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lighiheadedness  especially  during  the  first  lew  days  ol  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  lo  discontinue  the  drug  until  they  have  consulted  with  the  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  lo  a fall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  the  physician 

Hyperkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their 

physician 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  ol  inlection  (e  g . sore  throat,  fever)  which  may  be 
a sign  ol  neutropenia 

NOTE  As  with  matvi  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  lo  aid  in  the  sale  and  elfeclive  use  ol  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
elfects 

Dwg  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy  with 
enalapril  The  possibilily  ot  hypotensive  ellecis  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
inaeasing  the  salt  intake  prior  to  initiation  ol  treatment  with  enalapril  If  it  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  alter  the  initial  dose  lor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  anlihyperlensive  efieci  ot  VASOTEC  is  augmented  by  anlihyperlensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardronascutar  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicani 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolaclone,  inamterene.  or  amilonde).  potassium  supplements,  or  potassium-con- 
taining salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therelore.  il  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia  they  should  be  used  with  caution  and  with  frequent  monitor- 
mg  ot  serum  potassnxn  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving 
VASOTEC 

Lilhiijm  A lew  cases  ot  lilhnxii  loxioly  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ol  both  drugs  Although  a causal  relationship  has  not  been  established,  it  is  recom- 
mended that  caiXion  be  exercised  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  trequently 


Pregnancy-  Category  C.  There  was  no  letotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapril 
(333  times  the  maximum  human  dose)  Fetotoxicity,  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  of  1 mg/k^day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  al  doses  ol  3 and  10  mg/kg/day,  but  not  at 
30  mgAg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  lo  pregnant  hamsters. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate.  MSD)  should  be 

used  during  pregnancy  only  il  the  potential  benelil  juslilies  the  potential  risk  to  the  lelus 

Nursing  Mothers:  Milk  in  lactating  rats  contains  radioactivity  lollowing  administration  of  ’C  enalapril  maleate  It  is  nol 

known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 

exercised  when  VASOTEC  is  given  to  a nursing  mother 

Pediatric  Use.  Safety  and  eltectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  lOOO 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  trials 
involving  298/  patients 

Hypertension  The  most  Irequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness 
(4  3%),  andlaligue(3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  palienis  treated  with  VASOTEC  in  controlled  cirnical  trials 
were,  diarrhea  (1 4%),  nausea  (1 4%),  rash  (14%),  cough  (1.3%),  orthostatic  eltects  (1.2%),  and  asthenia  (11%). 

Heart  Failure.  The  most  Irequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizziness 
(79%).  hypotension  (6  7%).  orthoslatic  effects  (2.2%).  syncope  (2,2%),  cough  (2  2%),  chest  pain  (2 1%).  and  diarrhea 
(2.1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  laligue  (1 8%).  headache  (18%).  abdominal  pain  (1 6%),  asthenia  (1.6%).  orthoslatic  hypo- 
tension (1.6%),  vertigo  (1.6%),  angina  pectoris  (15%).  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (1.3%).  dyspnea 
(1 3%),  urinary  tract  infection  (1.3%),  rash  (1,3%),  and  myocardial  inlarction  (1 2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring  in 
0.5%  to  1%  of  patients  with  hypertension  or  heart  lailure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category; 

Cardiovascular  Myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension):  cardiac  arrest,  pulmonary  embolism  and  inlarction,  rhythm  distur- 
bances, atrial  librillation.  palpitation 

Digestive:  Ileus,  pancreatitis,  hepatitis  or  cholestatic  jaundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousIPsychiatric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital.  Renal  lailure.  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  pros- 
tate hypertrophy. 

Respiratory  Bronchospasm.  rhinorrhea.  asthma,  upper  respiratory  inlection 
Skin  Herpes  zoster,  pruritus,  alopecia.  Hushing,  photosensitivity. 

Other  Muscle  cramps,  hyperhidrosis.  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  lever,  myalgia,  and  arthraigia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manilestations  may  occur  These  symploms  have  disap- 
peared alter  discontinuation  ol  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0.9%  and  syncope  oaurred  in  05%  ol  palienis 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  of  therapy 
in  0 1%  ol  hypertensive  patients.  In  heart  lailure  patients,  hypotension  occurred  in  6 7%  and  syncope  oaurred  in  2 2% 
of  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  therapy  in  1 9%  ol  patients  with  heart  failure 
(See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 

Serum  Etectrotytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Stood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0.2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  oaur  in  patients  rereiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  raeiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  palienis  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  of  patients. 

Hemogtobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately  0 3 g % 
and  1 0 vol  %,  respectively)  occur  Ireguently  in  either  hypertension  or  heart  lailure  patients  treated  with  VASOTEC  but  are 
rarely  ot  clinical  importana  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than  0.1%  ol  patients  discon- 
tinued therapy  due  to  anemia 

Other  (Causat  Retationship  Unknown):  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported. 

Liver  Function  Tests:  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  oaurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  the  initial  dose  ol  VASOTEC  The  diuretic  should,  il  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) II  the  patient's  blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  the  diuretic  cannot  be  discontinued,  an  initial  dose  of  2.5  mg  should  be  used  under  medical  supervision  lor  at  least  two 
hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour.  (See  WARNINGS  and  PRECAUTIONS,  Drug 
tnteractions ) 

The  raommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  ona  a day  Dosage  should  be  adjusted  according  to 
blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  In  a single  dose  or  in  Iwo  divided 
doses  In  some  patients  treated  ona  daily,  the  anlihyperlensive  ellal  may  dimmish  toward  the  end  ol  the  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  Iwia-daily  administration  should  be  ansideied  If  blood  pressure  is  nol  con- 
trolled with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapnl  is  recommended  lor 
palienis  with  a aeatinine  clearana  >30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  patients  with 
creatinine  clearana  <30  mL/min  (serum  creatinine  a>3  mg/dL).  the  lirst  dose  is  2 5 mg  ona  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  antrolled  or  lo  a maximum  ol  40  mg  daily 

Heart  Faiture  VASOTEC  is  indiated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling  dose  is 
2 5 mg  ona  or  twia  daily  Alter  the  initial  dose  ol  VASOTEC,  the  patient  should  be  observed  under  medical  supervision 
lor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (Sa  WARNINGS  and  PRE  - 
CAUTIONS.  Drug  tnteractions ) II  possible,  the  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension  The  appearana  of  hypotension  alter  the  initial  dose  ol  VASOTEC  does  nol  preclude  subsequent  careful 
dose  tilralion  with  the  drug,  following  effective  management  ot  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  Ireatmeni  ol  heart  lailure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Ona-daily 
dosing  has  been  elteclive  in  a controlled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg.  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  expenena  with  iwia-daily  dosing  In  addition,  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  hear!  failure  (NYHA  Class  IV).  patients  were 
treated  with  2 5 lo  40  mg  pet  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR 
MACOLOGY.  Pharmacodynamics  and  Ctinicat  Etiects ) Dosage  may  be  adjusted  depending  upon  clinial  or  hemody 
ramie  response  (See  WARNINGS ) 

Dosage  Adjuslrnem  in  Heart  Failure  Palienis  with  Renat  Impairment  or  Hyponatremia  In  heart  failure  palienis  with 
hyponatremia  (serum  sodium  ^ 130  mEg/L)  ot  with  serum  creatinine  >1 6 ing/dL , therapy  should  be  initialed  al  2 5 mg 
daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRAIION.  Heart  Failure.  WARNINGS,  and  PRE 
CAUTIONS.  Orug/r)teractions)Thedose  may  be  increased  lo2  5mgb  Id,  then  5 mgb  Id  andhigher  r'l-v 
as  needed,  usually  at  intervals  ol  lour  days  or  more,  il  al  the  lime  ol  dosage  adjustment  there  is  not  MSD 
excessive  hypotension  or  sigmlicanl  deterioration  ol  renal  lunction  The  maximum  daily  dose  is  40  mg  MCDf'K 

For  more  detailed  inlormalion.  consult  your  MSD  repiesenative  or  see  Prescribing  Inlormalion  Merck  sHARft 

Sharp  i Dohme.  Division  ol  Merck  t Co  .IHC  .\¥^  Point.  PA  19486  jevsrenteisj  LjOHME 


IT  M>W  CHANGE  THE  WW 
YOUR  PAHENTS  FEEL 
ON  ANTIHYPERTENSIVE 
THERAPY 


FOR  MANY  HYPERTENSIVE  PATIENTS 

START  WITH  ONCE-A-DAY 


VASOTEC 


(ENALAPRIL  MALEATE I MSD) 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  next  page  of  this  advertisement 
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JOURNAL  OF  THE  MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 


Mobile  Psychiatrist  Claude  L Brown,  M.D., 
discusses  the  lawyers’  newly  evolving  claim  for 
hedonic  damages”  and  concludes  that  the 
English  Poet  Keats,  among  others,  had  a 

powerful  case, 
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In  a class  with  the  best 


Malpractice  defense  by  Mutual  Assurance 


You  know  quality  when  you  see  it— 
and  you  know  that  the  quality  of 
defense  provided  by  Mutual 
Assurance  is  second  to  none.  You're 
not  fooled  by  imitations,  so  beware 
of  professional  liability  companies 
that  want  you  to  think  they're  just 
like  Mutual  Assurance.  The  truth  is 
they're  not— they're  not  even  close. 

Our  commitment  to  defense  is  as  old 
and  strong  as  Mutual  Assurance 
itself.  Our  team  of  defense  lawyers 


and  trained  claims  representatives 
have  been  working  together  longer 
than  most  other  professional  liability 
companies  have  been  in  business.  In 
fact,  we  have  more  experienced  peo- 
ple handling  claims  than  those  other 
companies  have  on  their  entire  staff. 

We  hope  you  never  face  a lawsuit, 
but  statistics  show  every  Alabama 
doctor  will  be  sued  at  least  once  in 
their  career.  If  it  happens  to  you,  you 
don't  want  imitation  protection,  you 


want  the  strength  and  experience  of 
the  Mutual  Assurance  defense  team 
on  your  side. 


n\ 


I . Mutual 
I Assurance 


115  Office  Park  Drive 
Birmingham,  AL  35223 
1-800-272-6401  (205)  871-7280 


WhyDo 
Physicians  Rx)m 
Around  The  US. 
Send  KidsTb 
OneAdantaHospital 
For  (M-PashioneaCare? 


At  the  Ridgeview  Institute,  “progress”  in 
health-care  delivery  has  passed  us  by.  Our 
highly-qualified,  experienced  physicians— 
not  MBAs  or  CPAs— still  call  the  shots. 
Because  Ridgeview  is  still  non-profit,  still  not 
owned  by  any  chain. 

At  Ridgeview  we  haven’t  figured  out  yet  how 
“efficient”  it  is  to  treat  all  our  adolescents  and 
children  on  one  unit.  We  still  believe  that  some 
patients  need  a special  program  for  chemical 
dependence  and  dual  diagnoses.  For  those  with 
conduct  disorders,  we  offer  a highly  structured, 
confrontive  milieu,  lounger  children  benefit 
from  our  cognitive-behavioral  track.  Older  kids 
gain  more  in  the  insight-oriented  program. 

Because  quality  is  still  our  bottom  line, 
Ridgeview  has  enough  qualified  staff  to  make 
truly  individualized  treatment  a reality.  There 
are  seventeen  full-time  licensed  family 


therapists,  who  are  very  creative  and  skilled  at 
working  with  families  outside  Atlanta.  There 
is  an  on-campus  school— the  equal  of  most 
private  academies— offering  class  sizes  of  6-10. 

Of  course  we  have  made  some  changes, 
^bu  can  call  a toll-free  number  now— until 
midnight  seven  days  a week— and  consult  a 
Masters-degreed  assessment  specialist.  They’ll 
help  select  the  appropriate  program  and 
attending  physician.  They’ll  assist  your  patient’s 
family  with  everything  from  information  to 
travel  plans. 

The  best  of  the  old,  combined  with  the 
best  of  the  new— that’s  why  the  Ridgeview 
Institute  is  Atlanta’s  World-Class  Treatment 
Center  for  children  and  adolescents  as  well  as 
adults.  We’d  love  to  work  with  you  the  next 
time  you  have  a patient  who  needs  something 
a little  bit  old-fashioned. 


Atlanta’s  World-Class  Treatment  Center 
3995  S.  Cobb  Drive  • Smyrna,  GA  30080  • (404)  434-4567  • Toll  Free  1-800-345-9775 


THE  UNITED  STATES  OF  AMERICA 


It’s  Time  to  Invest 
in  Yourself 
and  Your 
Future... 


Purchasing  at 
practice  pays  off! 


Acquire  an 
Established 
Practice 


You  have  invested  too  much  in  your  education  to  not  take  advantage  of  its  full 
potenticil.  Enhance  your  future  earnings  by  acquiring  an  established  practice.  Pur- 
chasing a practice  can  produce  over  a million  dollars  more  in  lifetime  earnings  when 
compared  to  starting  a new  practice.  First  year  net  earnings  from  a practice 
acquisition  are  usually  an  average  of  five  to  ten  times  greater  in  contrast  to  start-up 
practice  earnings.  You  also  can  have  the  advantage  of  learning  the  "practical" 
application  of  medicine  from  an  experienced  practitioner  who  is  motivated  to  see  you 
succeed. 


Purchasing  a practice  is  the  most  logical  choice;  it  really  pays  offl  For  information 
about  the  opportunities  in  your  area,  call  AFTCO  Associates  today. 

"EQUITABLE  TRANSACTIONS  THROUGH  DUAL  REPRESENTATION" 


3000  RIVERCHASE  GALLERIA,  SUITE  800  • BIRMINGHAM,  AL  35244 
(205)  985-3004 
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Your  patients  are  at  home 
with  Vital  Care 


fm  W 


Vital  Care  provides  a complete  service-oriented  program  offering  IV  drug  therapy, 
parenteral  and  enteral  nutrition  for  total  at  home  patient  care. 

Vital  Care  standards  require  continuous  contact  with  the  patient,  the  patient’s 
physician  and  the  patient’s  and  physician’s  choice  of  nursing  agencies.  This  insures 
coordination  of  care,  as  well  as  strict  compliance  with  the  physician’s  orders. 

The  Vital  Care  network  is  made  up  of  individually  owned  and  operated  home 
parenteral  service  suppliers  who  have  a reputation  for  dependability  and  service.  Lxjcal 

ownership  assures  the  patient  and  physician  that  they  can  deal 
directly  with  the  individuals  responsible  for  the  compounding 
and  delivery  of  their  medication  and  supplies. 

The  dedication  of  the  people  who  represent  Vital  Care  and 
the  urgency  with  which  they  work  indicate  their  commitment  to 
maintain  the  highest  level  of  patient  care,  comfort  and 
convenience.  This  achievement  is  what  Vital  Care  believes  is 
expected  and  required. 


Incorporated 


Lafayette  Street 
P.O.  Box  1249 
Livingston,  AL  35470 
205-652-6152 
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EXECUTIVE 

DIRECTOR 


S.  ^ on  Conner 
Executive  Director,  MASA 


Fighting  The  Problem 


It  takes  some  effort,  but  I can  recall  those  dreary 
algebra  problems  in  public  school  long  ago  that 
went  like  this: 

“Mr.  A leaves  X by  train  headed  West  for  Y at  10 
a.m.,  and  Mr.  B leaves  Y headed  East  for  X at  the 
same  hour.  Mr.  A’s  train  maintains  a constant  speed 
of  60  m.p.h.  non-stop  while  Mr.  B’s  eastbound  Su- 
perchief maintains  a constant  speed  of  80  m.p.h. 

“At  what  point  on  the  2,000  mile  track  X-Y  would 
the  trains  of  Messrs.  A and  B meet  and  at  what  time 
would  that  meeting  occur,  allowing  for  time  zone 
changes  in  both  directions.”  Or  something  like  that. 

The  teacher  handed  out  this  problem  on  a sultry  day 
in  early  September  when  you  had  just  returned  from 
a long  summer  vacation  and  were  still  overwhelmed 
by  a sense  of  loss. 

First  reaction  to  this  outrageous  puzzle  was  to  mum- 
ble, “Why  don’t  A and  B just  call  each  other  on  the 
phone?”  Followed  by:  “Why  doesn’t  either  A or  B 
stay  where  he  is  until  the  other  arrives.” 

I saw  a bank  commercial  on  the  tube  recently  in 
which  preci.sely  this  reaction  came  from  a smart-aleck 
pupil  whose  flip  response  outraged  his  teacher,  just  as 
yours  and  mine  were  outraged  by  similar  wisecracks 
long,  long  ago. 

This  familiar  phenomenon  is  called  “fighting  the 
problem.”  Instead  of  attempting  to  solve  it,  folks  try 
to  find  ways  not  to  address  it  at  all. 

That  habit  can  last  a lifetime.  We  see  examples  of 
it  in  Congress,  as  our  elected  officials  attempt  to  evade 
or  alter  the  problem  rather  than  trying  to  solve  it.  A 


good  example,  as  this  is  written,  is  the  attempt  by  the 
Bush  Administration  and  too  many  agreeable  Repre- 
sentatives and  Senators  to  “solve”  the  exorbitantly 
expensive  bail-out  of  the  failed  S&Ls  by  setting  up  an 
“unofficial”  agency  that  would  sell  bonds  to  raise  the 
billions  needed.  This  is  typical  Washington  behavior 
in  these  days  of  deficit  circumnavigations.  In  the  long 
run,  as  critics  have  pointed  out,  the  runaround  would 
cost  taxpayers  many  billions  more  than  a forthright 
appropriation. 

But  the  “solution,”  which  is  not  a solution  at  all, 
has  the  beauty  of  keeping  this  debt  off-budget  and  thus 
would  not  add  still  more  to  deficit  and  the  truly  alarm- 
ing national  debt,  now  headed  for  $4  trillion. 

The  President  and  Congress  are  fighting  the  prob- 
lem, not  solving  it.  And  this  is  the  methodology  that 
has  gone  on  for  a decade  or  longer.  All  Washington 
politicians  are  acutely  sensitized  to  the  public’s  antip- 
athy to  paying  for  anything.  The  public  has  a list  of 
wants  stretching  from  Bangor  to  San  Diego,  but  zero 
tolerance  to  even  the  mildest  suggestion  of  new  taxes 
to  pay  for  these  wants. 

Washington  politicians  have  received  that  message 
loud  and  clear.  Since  their  first  and  most  powerful 
instinct  is  to  be  re-elected,  leaders  of  both  parties  join 
in  gulling  the  voters  into  thinking  that  their  chosen 
leaders  have,  once  again,  served  up  a delectable  free 
lunch. 

The  voters  criticize  Washington  for  such  smoke  and 
mirrors  when  smoke  and  mirrors  are  exactly  what  they 
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demand.  They  don’t  want  solutions;  they  want  tem- 
porizing and  procrastination  in  facing  up  to  the  inev- 
itable. As  a nation  we  are  living  farther  beyond  our 
means  than  any  local  wastrel  or  libertine  whose  irre- 
sponsibility we  have  been  so  quick  to  condemn. 

That’s  one  example  of  fighting  the  problem  rather 
than  a serious  attempt  to  solve  it.  The  land  abounds 
with  many  others.  Substantial  elements  of  American 
business  and  industry,  for  example,  have  been  filling 
the  air  with  cries  of  alarm  over  their  rising  health  care 
costs.  There  is  no  denying  the  extent  of  the  problem. 
Nor  is  there  any  denying  that  they  themselves  created 
much  of  their  own  present  predicament. 

The  historical  roots  of  that  situation  go  back  to  World 
War  II.  Most  of  U.S.  industry  was  then  converted  to 
building  tanks,  planes,  guns  and  all  the  vast  inventory 
of  war  material.  Wages  were  frozen  by  such  alphabet 
soup  agencies  as  the  0PM  and  OPA.  As  rewards  and 
incentives  to  workers,  industrialists  granted  all  manner 
of  allowable  fringes,  particularly  more  and  more  gen- 
erous health  insurance. 

At  war’s  end,  these  perquisites  had  become  some- 
thing close  to  entitlement.  Over  the  following  decades, 
big  labor  and  big  business  negotiated  many  posh  add- 
ons, with  first-dollar  coverage  and  benefits  extended 
to  the  moon.  Their  retirees,  whose  ranks  constantly 
swelled,  enjoyed  much  the  same  generous  coverage. 
Smaller  businesses  provided  considerably  more  mod- 
est benefits,  but  substantial  nonetheless. 

Along  came  one  technological  revolution  after  an- 
other in  health  care.  Along  came  Medicare  and  Med- 
icaid, with  the  newly  created  demands  for  health  care 
services.  With  state  and  local  governments  under- 
writing the  care  of  millions  of  the  aged  and  poor,  with 
business  and  industry  picking  up  most  of  the  rest  of 
the  tab,  health  care  evolved  rather  quickly  into  a per- 
ceived right. 

Businessmen  and  industrialists  complained  for  years 
that  the  unions  would  not  consider  significant  rollbacks 
in  health  care  because  of  the  high  value  attached  to 
womb-to-tomb  coverage  by  their  membership. 

The  modem  marvels  of  therapeutics  took  quantum 
jumps;  new  technology  poured  from  the  same  industry 
that  now  was  complaining  about  costs.  A Vice  Pres- 
ident of  General  Electric  at  a Washington  health  care 
conference  pointed  to  an  irony  within  his  own  com- 
pany. His  job  was  cost  containment  of  health  benefits. 
Another  GE  division  was  profiting  handsomely  from 
the  manufacture  of  such  revolutionary  new  technology 
as  the  CT  scanner  and  other  imaging  wonders,  all 
exorbitantly  expensive. 

GE  workers,  like  all  Americans,  would  not  be  de- 
nied this  new  technology,  he  said.  Their  benefits,  al- 
ready in  place,  gave  a virtual  blank  check  to  every 
new  piece  of  wizardry  coming  down  the  pike. 


In  the  decades  following  1945,  the  conquests  of  pain 
and  suffering  proceeded  exponentially;  so  did  the  costs, 
which  should  have  surprised  no  one. 

For  many  years  the  parallel  curves  of  cost  and  med- 
ical advances  did  not  cause  much  pain.  However,  busi- 
ness and  industry  had  written  their  blank  checks  long 
ago  and  a few  years  ago  they  began  screaming  that 
they  were  being  ripped  off  by  the  health  care  estab- 
lishment. 

Among  the  principal  complainers  were  automobile 
manufacturers  whose  workers,  present  and  retired,  en- 
joyed what  amounted  to  total  health  care.  Utilization 
soared,  technology  soared,  costs  soared. 

Meanwhile  the  same  thing  was  happening  to  the 
prices  of  automobiles.  When  Detroit  began  its  health 
programs  during  the  early  1940s,  price  of  a medium 
sized  American  car  was  a thousand  bucks  or  so.  Today 
that  same  size  car  would  cost  $12,000  to  $15,000 
easily. 

But,  Detroit  says,  it  is  a much  finer  car  — safer, 
far  more  comfortable,  infinitely  more  efficient,  to  say 
nothing  of  aesthetics. 

All  true,  but  so  is  modem  medicine.  The  technology 
and  inflationary  cost  pressures  on  both  automobiles 
and  health  care  have  been  virtually  identical.  Workers 
receive  medical  care  today  that  cannot  be  equated  with 
that  of  the  1940s  in  terms  of  quality,  outcome,  or  value 
received  for  every  new  dollar  of  costs. 

Just  as  the  1989  automobile  is  an  incomparable  mar- 
vel compared  to  that  of  1939,  so  is  1989  medical  care. 
The  technological  advances  are  reflected  in  both  to  the 
extent  that  the  improvements  and  cost  increases  in 
either  are  almost  precisely  analogous  to  those  of  the 
other. 

It  is  against  this  background  that  such  as  Chrysler 
and  Ford,  but  not  yet  General  Motors,  are  now  loudly 
proclaiming  their  anguish  over  the  costs  of  health  care. 
Meanwhile,  in  the  new  car  showrooms  all  over  the 
U.S.  average  Americans  are  also  screaming  over  the 
price  of  that  new  chariot. 

In  both  sectors,  automotive  and  health  care,  sticker 
shock  is  rampant.  But  there  are  similarity  ends.  De- 
troit, led  by  self-appointed  choirmaster  Joe  Califano 
of  Chrysler  (who  showed  his  animus  toward  physicians 
as  Jimmy  Carter’s  HEW  Secretary),  is  throwing  up  its 
hands  and  asking  for  federal  help,  even  national  health 
insurance. 

The  memory  is  still  green  when  Chrysler  last  ap- 
pealed for  a government  bail-out,  the  massive  federal 
loan  engineered  by  Lee  lacocca.  And  what  about  the 
thousands  of  Americans  in  the  automotive  showrooms 
as  they  discover  that  even  the  most  basic  new  car  will 
fracture  their  budget? 

Are  these  Americans  saying  that,  since  they  can’t 
afford  one,  the  government  should  provide  it  or  at  least 
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pay  part  of  the  cost?  If  an  ordinary  citizen  said  that, 
he  would  be  shunned  as  a grasping  socialist  by  his 
friends. 

But  Ford  and  Chrysler  try  to  avoid  this  reaction  by 
demagoging  the  foreign  competition  theme  that  some 
of  the  hopefuls  in  last  year’s  presidential  primaries 
found  such  fertile  soil.  In  essence,  they  are  saying: 
Give  us  a federal  subsidy  in  health  care  so  that  we  can 
build  a cheaper  car  to  compete  in  world  markets  with 
cheaper  cars  from  the  countries  having  cheaper,  so- 
cialized medicine. 

He’s  not  defining  American  strength  as  I understand 
our  value  system.  He’s  simply  fighting  the  problem. 
And  Lee  lococca,  that  paragon  of  American  values, 
ought  to  hang  his  head  in  shame  for  permitting  this 
kind  of  cheap  talk  from  a subordinate.  One  does  not 
give  up  values  to  protect  them.  That  is  a Faustian 
bargain  of  the  kind  that  might  have  been  expected  of 
the  old  “robber  barons’’  of  the  late  19th  century,  but 
not  of  enlightened  modem  management. 

Califano  writes  books  and  makes  speeches  in  which 
he  repeats  the  slander  that  the  health  care  system  is 
ripping  off  his  company.  He  can  say  that  with  impu- 
nity, apparently.  If,  by  contrast,  I made  speeches  say- 
ing that  Chrysler  is  ripping  off  Americans  with  its 
$15,000  automobiles,  I would  rightly  be  denounced 
as  attacking  the  free  enterprise  system. 

Maybe  it’s  the  onset  of  the  summer  silly  season,  but 
I can’t  get  it  out  of  my  head  that  big  industry’s  ar- 
gument for  federal  intervention  in  health  care  is  prem- 
ised on  a total  inversion  of  American  values. 

This  weekend  I think  I’ll  go  shopping  for  a new  car 
and  try  to  convince  the  salesmen  that  unless  they  cut 
those  absurd  prices  in  half  I’m  going  to  demand  federal 
intervention  and  subsidy. 

How  far  do  you  think  I’ll  get? 

0 


Information  for  Authors 
Concerning  Manuscripts 

Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8‘/2  x 11  inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  ap- 
proval of  all  contributions  rests  with  the  Editor.  Ala- 
bama Medicine  reserves  the  right  to  edit  any  material 
submitted.  The  publishers  accept  no  responsibility  for 
opinions  expressed  by  contributors 

Style:  The  first  page  should  list  title  ("please  be  brief), 
the  author  (or  authors),  degrees,  and  tny  institutional 
or  other  credits.  Bibliographies  must  contain,  in  the 
order  given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  StylebookI Editorial  Manual,  published  by  the 
AM  A,  is  the  general  reference  for  questions  of  style. 
It  is  particularly  useful  in  the  proper  presentation  of 
data.  When  conflicts  occur  between  usage,  etc.,  by  an 
author  and  the  stylebook,  these  will  be  resolved  in  favor 
of  the  author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 

Final  authority  on  grammar  is  Webster’s  New  In- 
ternational, Unabridged.  Second  Edition. 

Length  of  articles:  Articles  should  not  exceed  3,000 
words  (approximately  3-4  printed  pages).  Under  ex- 
ceptional circumstances  only  will  articles  of  more  than 
4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  pho- 
tographs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Ala- 
bama, P.  O.  Box  1900-C,  Montgomery,  Alabama 
36197.  Telephone  (205)  263-6441 , or  (toll-free  in  Al- 
abama) 1-800-392-5668. 


June  1989  /7 


Whowovdds^ 

something  nice  about 
a bill  collector? 


Over  1,200  professional  and 
trade  associations,  including  yours. 

It's  true.  The  bill  collecting 
services  of  l.C.  System  have  been 
endorsed  by  over  1,200  associations 
around  the  country,  including  the 
one  you  belong  to. 

We're  proud  of  these  endorse- 
ments. We've  made  a concerted  effort 
to  bring  high  standards  of  profession- 
alism, ethics,  and  effectiveness  to  the 
collection  process.  We  believe  we've 
succeeded  and,  apparently,  your 
association  agrees. 

So  if  you've  been  billing  people 
who  aren't  paying  you,  now  you 
Icnow  who  to  contact. 

Although  we're  headquartered 
in  St.  Paul,  Minnesota,  we  have 
communication  centers  in  every  state 
of  the  union.  We'll  assign  a local 
l.C.  representative  to  your  account 
who  will  be  supported  by  a full 
range  of  collection  services  and 
personnel,  including  carefully- 
trained  telephone  contact  specialists. 
We'll  even  provide  initial  training 
on  how  to  use  our  service  for  the 
person (s)  in  your  office  handling 
accounts  receivable. 

But  most  important,  we 
guarantee  results.  Our  fee  structure 
combines  a very  competitive  com- 
mission rate  with  a retainer  (corporate 


or  standard)  scaled  to  your  needs. 
And  we  guarantee  to  keep  collecting 
for  as  long  as  it  takes  to  recover  at 
least  ten  times  the  amount  of  that 
retainer. 

To  find  out  how  the  l.C.  System 
approach  can  work  for  you,  call 
toll  free  (800)  443-4123,  ext.  621. 

In  Minnesota,  call  (612)  483-8201, 
ext.  621.  Or  return  the  coupon. 

iftIC.  System 

The  System  J Works? 


I I want  to  recover  the  money  i 

I that's  owed  me.  Please  provide  me  | 

I with  information  on  the  l.C.  | 

I System  approach.  | 

I Name i 

Title 

I Firm ' 

\ Address I 

I City I 

I State Zip I 

I Telephone  number i 

I 3386-1  I 

I Mail  to;  l.C.  System,  Inc.  I 

I -144  East  Highway  96,  HO.  Box  646B9  | 

I St.  Paul,  Minnesota  .6.6164-0639  i 

I I 
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Burt  Tayior,  M.D. 
President,  MASA 


Untapping  Our  Potential  Energy 


The  following  is  substantially  the  brief  message  I 
gave  the  College  of  Counsellors  and  House  of  Dele- 
gates at  MASA’ s 128th  annual  meeting  in  Tuscaloosa 
April  16.  It  incorporates  the  basic  themes  of  my  agenda 
as  your  steward  for  1989-90. 


During  the  past  four  to  five  years  I have  had  the 
opportunity  to  meet  many  of  you.  I look  forward 
to  working  with  all  of  you.  Problems  abound.  Hope- 
fully, we  can  solve  some  of  them,  together. 

It  will  be  a demanding  year  for  all  of  us.  I would 
like  to  reassure  you  that  I am  aware  of  your  concerns 
and  that  I face  problems  similar  to  yours  each  day. 

The  State  Medical  Association  and  the  American 
Medical  Association  need  your  active  — not  passive 
— support.  There  are  so  many  uncertainties.  New 
problems  arise  each  day.  Many  potentially  devisive 
decisions  lie  ahead. 

My  major  goal  for  1989-90  is  to  keep  us  united, 
well-informed,  and  working  together. 

Your  support  of  organized  medicine,  during  these 
difficult  and  stressful  times,  is  as  important  as  anything 
you  do  each  day.  If  your  support  is  limited  and  the 
physicians  on  the  sidelines  do  not  become  involved, 
our  medical  practices  will  face  even  more  drastic 
changes  and  additional  damage  might  mortally  wound 
American  medicine  — a frightening  thought. 

I am  convinced  that  all  5,000  Alabama  physicians 
must  work  through  our  state  Medical  Association  to 
really  be  effective  as  we  go  to  the  state  legislature. 


congress,  insurance  companies,  or  the  people  of  Al- 
abama. 

A single  well-intentioned  physician,  a small  spe- 
ciality society,  or  any  segment  of  our  total  medical 
association  will  be  essentially  impotent.  Our  opposi- 
tion is  firmly  entrenched  and  they  know  how  to  use 
the  legislative  system  to  their  own  advantage. 

In  turn,  the  leaders  of  the  Medical  Association  must 
stay  one  step  ahead  — we  cannot  become  fatigued  or 
complacent.  We  must  go  on  the  offensive  — we  cannot 
sit  back  defensively  and  react  after  unfair  and  intol- 
erable proposed  legislation  becomes  law.  Your  AM  A 
dollars  are  well  spent.  They  permit  constant  obser- 
vation of  the  many  congressional  committees  and  sub- 
committees. A proposal  can  be  attacked  and  defeated 
while  it  is  in  its  infancy  and  before  it  can  be  forwarded 
to  the  full  House  or  to  the  floor  of  the  United  States 
Senate. 

The  average  physician  would  only  hear  of  the  “pro- 
posal” after  it  became  a new  law  or  a harassing  reg- 
ulation. Robert  McAfee,  AMA  Board  of  Trustees,  ex- 
plained to  us  April  15  about  AMA’s  forceful 
confrontation  with  Willard  Roper,  M.D.,  regarding  the 
substandard  care  proposal.  The  AMA  directly  threat- 
ened a lawsuit  if  appropriate  action  was  not  taken  to 
rectify  this  unfair  regulation.  1 was  tremendously  im- 
pressed by  Dr.  McAfee.  As  1 learn  about  the  com- 
mittment and  involvement  of  the  leaders  of  the  Amer- 
ican Medical  Association,  I realize  that  most  of  us 
could  and  should  do  much  more  at  the  local  level. 

It  is  absolutely  necessary  for  you  to  elect  county 
society  officers,  delegates,  counselors  and  censors  who 
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are  not  only  “willing”  to  serve  but  who  are  ''capable" 
of  serving.  They  must  be  willing  to  give  some  of  their 
free  time  regularly.  We  need  actively  practicing,  hard- 
working, men  and  women  in  these  positions.  They  are 
the  physicians  who  somehow  find  the  time  to  get  the 
job  done. 

Many  of  you  have  expressed  the  common  feelings 
of  frustration,  anger,  betrayal,  hopelessness,  or  even 
persecution.  But,  I believe  that  the  resolve  is  still  “out 
there.”  I am  convinced  that  we  can  and  will  effectively 
handle  whatever  the  short-sighted  bureaucrats  might 
propose,  provided  that  we  are  honest,  do  what  is  best 
for  our  patients,  and  work  together. 

I am  certain  that  there  is  untapped  energy  in  the 
membership  of  our  Medical  Association.  Hopefully, 
it  wilt  not  remain  as  stored  “potential”  energy.  I be- 
lieve the  young  physicians  section  will  be  a tremendous 
help  in  this  area. 

We  must  carefully  monitor,  pursue  and  reprimand 
the  physicians  who  are  taking  advantage  of  the  system 
and  adding  to  the  costs  of  American  medical  care. 

We  have  to  remain  alert  and  assist  the  impaired 
physicians.  Much  has  been  done  in  this  area  — we 
need  to  do  more.  The  physicians  in  our  rural  areas 
have  genuine  concerns  and  very  real  problems.  They 
must  be  heard.  Dr.  Bob  Mullins’  Ad  Hoc  Committee 
is  working  diligently  in  this  area. 

I am  disturbed  by  the  ever  widening  gap  between 
the  so-called  town  and  gown  in  Jefferson  and  Mobile 
counties.  Unfortunately,  solving  this  problem  will  be 
extremely  complicated. 

As  we  entered  the  1980s  we  were  not  overly  con- 
cerned about  DRG’s,  our  favorite  hospital  declaring 
bankruptcy,  PPRC,  the  AIDS  virus,  RBRVS,  or  sub- 
standard care  letters.  As  the  screws  tighten  and  con- 
ditions change  even  more,  what  can  we  expect  as  we 
enter  the  decade  of  the  1990’s?  Certainly,  things  won’t 
get  any  easier.  There  will  be  new  and  even  more  chal- 
lenging problems.  Therefore,  we  will  need  quality 
leadership  as  never  before.  It  must  come  from  you  and 
your  associates  who  are  covering  your  practices  today. 

You  men  and  women  have  been  leaders  all  of  your 
life.  You  accept  hardship  as  a way  of  life.  Worry, 
tension,  pressure,  fatigue  are  almost  routine  for  each 


of  you.  We  are  a minority  — only  5,000  physicians 
in  this  state  with  a population  of  over  four  million 
people  (approximately  one-tenth  of  one  percent). 

But  what  an  influential  group  we  can  be.  We  must 
listen  to  the  people  of  this  State  and  help  them  in  any 
way  that  we  can.  We  need  to  try  to  address  the  indigent 
care  problem.  I believe  most  of  the  people  in  Alabama, 
including  the  state  legislators  and  the  members  of  con- 
gress respect  you  and  will  listen  to  you. 

The  major  concern  of  our  state  legislature,  congress, 
and  the  average  Alabama  citizen  is  the  staggering  cost 
of  health  care  — not  the  quality  of  care  — they  know 
they  receive  excellent  care  in  this  state.  We  must  be 
ready  to  accept  some  compromises  and  work  within 
the  system,  but  we  must  be  absolutely  certain  that  the 
changes  are  reasonable  and  do  not  destroy  American 
medicine.  Decisions  must  be  made  with  input  from 
our  own  physician  representatives  — not  just  the  staff 
members  of  Pete  Stark  and  Ted  Kennedy.  Therefore, 
we  must  participate  now  as  all  the  changes  are  being 
contemplated. 

The  Board  of  Censors  and  I encourage  your  partic- 
ipation: letters,  phone  calls,  fax  communication,  even 
a post-card.  We  need  to  hear  from  you.  We  cannot 
accomplish  anything  alone. 

What  if!  — every  Alabama  physician  gave  organized 
medicine  one  hour  each  week,  creating  twenty  thou- 
sand physician  hours  per  month  and  nearly  a quarter 
of  a million  per  year.  If  you  cannot  give  the  hour  of 
time,  just  send  the  monetary  equivalent  of  your  hour 
of  work.  That  potential  energy,  in  today’s  vernacular, 
is  awesome. 

In  conclusion: 

• My  goal  is  to  keep  us  united. 

• My  responsibility,  as  I see  it,  is  to  work  hard, 
listen,  be  responsive  and  represent  medicine  posi- 
tively. 

• My  concern  is  that  the  Alabama  physicians  will 
not  release  all  of  their  potential  energy. 

Maybe  in  several  years  we  can  look  back  at  all  of 
this  and  as  was  so  elegantly  stated  at  the  awards  pres- 
entation Friday  night,  April  14,  by  Leon  C.  Hamrick, 
M.D.,  we  can  say  “we  done  good.”  0 
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The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 


Sign  on  the 

“Dispense  as  written”  line.^ 


Specify 


The  cut  out  'V  design  is  a registered  trademark  of  Roche  Products  Inc 


The  one  you  know  best. 


10*mg 
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Copyright  © 1988  by  Roche  Products  Inc 
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Roche  Products 

floct«  Products  Inc 
Marati  ^jenDRcoOOAT) 


Introducing  a new  company 
with  an  array  of  services 
for  physicians. 


Perhaps  you  are  thinking  of  adding 
to  your  practice  and  would  like: 

■ A physician  to  help  with  the  patient 
load, 

■ An  affiliate  in  your  facility  to  share 
costs,  or 

■ A partner  until  you  are  ready  to 
retire. 

Perhaps  you  are  considering  selling 
your  practice  and  need: 

■ An  assessment  of  your  practice  for 
the  purpose  of  marketing, 

■ An  appraisal  of  the  furnishings, 
accounts  receivables,  and  good  will, 

■ An  individual  to  act  as  your  agent. 

Perhaps  you  are  wondering  about 
the  current  condition  of  your  practice 
and  need: 

■ Consultation  on  accounts 
receivables, 

■ Consultation  on  billing  and 
collections,  or 

■ Help  with  staff  training. 

Perhaps  you  are  planning  to  start  a 
practice  and  need  help: 

■ Setting  it  up, 

■ Acquiring  furniture,  equipment  and 
supplies, 

■ Selecting  and  training  your  staff. 


Frank  Cochran 


Perhaps  you  are  considering 
purchasing  an  existing  practice  and 
need: 

■ Someone  with  experience  to  consult 
with  in  the  process,  or 

■ Someone  to  act  as  your  agent. 

After  1 1 years  of  providing  the  above 
sen/ices  for  physicians  in  West  Central 
Alabama,  I have  decided  to  serve  in  this 
capacity  full  time.  I am  available  and  can 
assist  you  with  these  and  many  other 
services  related  to  practice  management. 
For  more  information,  please  contact  me 
at  556-8457. 


QUALITY  HEALTH  RESOURCES 

Post  Office  Box  6002  • Tuscaloosa,  Alabama  35405  • (205)  556-8457 

A Christian  Organization  — Operated  on  Christian  principles. 
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ARMY  RESERVE  MEDICAL  PROFILE  N0.9 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr  Holwick  in  operating  room  at  Letterman  Army  Medical  Center 


JANN  LHOLWCK,M.D 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St.  Luke  Hospital; 

Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 

Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


IlWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  I can  be  involved  in  virtually  anything 
I choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
hSOO'USA'ARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 
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1.  Oalaonfile.  Lilly  Research  Laboratories. 
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Additional  information  available  to  the 
profession  on  request. 


AXID® 

nizatdine  capsules 

Bhei  Summary 

Consult  the  package  literature  for  complete  information. 

Indications  and  Usage;  Axid  is  indicated  tor  up  to  eight  weeks  for  the  treatment  of 
active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  lor  maintenance  therapy  for  duodenal  ulcer  patients  at  a reduced 
dosage  of  1 50  mg  h.s  after  healing  of  an  active  duodenal  ulcer  The  consequences 
of  continuous  therapy  with  Axid  lor  longer  than  one  year  are  not  known 
Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity  to 
the  drug  and  should  be  used  with  caubon  in  patents  with  hypersensitivity  to  other 
Hrreceptor  antagonists 

Precautions;  General  - 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastnc  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Phamiacokinetic  studies  in  patents  with  hepatorenal  syndrome  have  not  been 
done  Part  of  the  dose  of  nizatdine  is  metabolized  in  the  liver  In  patents  with  normal 
renal  functon  and  uncomplicated  hepatc  dysfunction,  the  dispositon  of  nizatdine 
IS  similarto  that  in  normal  subjects 

Latforalory  Tests  - Fatse-positve  tests  tor  urobilinogen  with  Multstx*  may 
occur  dunng  therapy  with  nizatdine 

Drug  Interactions  ~ No  interactons  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam,  lidocaine,  phenytoin,  and  warfarin  Axid 
does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme  system, 
therefore,  drug  interactons  mediated  by  inhibiton  of  hepatc  metabolism  are  not 
expected  to  occur.  In  patents  given  very  high  doses  (3.900  mg)  of  aspirin  daily, 
increases  in  serum  salicylate  levels  were  seen  when  nizatdine.  fSO  mg  b i d . was 
administered  concurrenty 

Caranogenesis.  Mutagenesis.  Impaimieni  ol  fertility two-year  oral  car- 
cinogenici^  stJdy  in  rats  witi  doses  as  high  as  500  mg/k^day  (about  80  tmes  the 
recommended  daily  therapeutc  dose)  showed  no  evidence  of  a carcinogenic 
effect.  There  was  a dose-related  increase  in  the  density  of  enterochromaffin-like 
(ECL)  cells  in  the  gastic  oxyntc  mucosa  In  a two-year  study  in  mice,  there  was  no 
evidence  of  a carcinogenic  effect  in  male  mice,  although  hyperplastc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo  Female 
mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330  tmes  the  human 


and  hepatc  nodularhyperplasia  witi  no  numerical  increase  seen  in  any  of  the  other 
dose  groups  The  rate  of  hepatc  carcinoma  in  the  high-dose  animals  was  within  the 
histoncal  control  limits  seen  for  the  strain  of  mice  used  The  female  mice  were  given 
a dose  larger  than  the  maximum  tolerated  dose,  as  indicated  by  excessive  (30%) 
weight  decrement  as  compared  with  concurrent  controls  and  evidence  of  mild  liver 
injury  (bansaminase  elevatons)  The  occurrence  of  a marginal  finding  at  high  dose 
only  in  animals  given  an  excessive  and  somevrhat  hepatotoxic  dose,  with  no 
evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  tmes  the  human  dose),  and  a negatve  mutagenicity 
battery  are  not  considered  evidence  of  a carcinogenic  potental  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potental 


In  a two-generaton.  perinatal  and  postiatal  fertlity  study  in  rats,  doses  of 
nizatdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductve 
performance  of  parental  animals  or  their  progeny 

Pregnancy  - teratogenic  Effects  - Pregnancy  Category  C - Oral  reproducton 
stidies  in  rats  at  doses  up  to  300  tmes  the  human  dose  and  in  Dutch  Belted  rabbits 
at  doses  up  to  55  tmes  the  human  dose  revealed  no  evidence  ol  impaired  fertlity  or 
teratogenic  effect,  but.  at  a dose  equivalent  to  300  tmes  the  human  dose,  treated 
rabbits  had  abortons,  decreased  number  of  live  fetuses,  and  depressed  fetal 
weights  On  intravenous  administraton  to  pregnant  New  Zealand  White  rabbits, 
nizatdine  at  20  mg/kg  produced  cardiac  enlargement,  coarctaton  of  the  aortc 
arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced  ventncular 
anomaly,  distended  abdomen,  spina  bitda,  hydrocephaly,  and  enlarged  heart  in  one 
fetus  Tnere  are,  however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  It  is  also  not  known  whether  nizatdine  can  cause  fetal  harm  when  adminis- 
tered to  a pregnant  woman  or  can  affect  reproducton  capacity  Nizatdine  should  be 
used  dunng  pregnancy  only  if  the  potental  benefit  justifies  the  potental  risk  to  the 
fetjs 

Nursing  Mothers  - Studies  conducted  in  lactatng  women  have  shown  that 
<0  1%  of  the  administered  oral  dose  of  nizatdine  is  secreted  in  human  milk  in 
proporton  to  plasma  concentatons  Cauton  should  be  exercised  when  adminis- 
tenng  nizatdine  to  a nursing  mother 

Pediatnc  Use  - Safety  and  effectveness  in  children  have  not  been  established 

Use  in  Elderly  Patients  - Ulcer  healing  rates  in  elderly  patents  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and  laboratory 
test  abnormalites  are  also  similarto  those  seen  in  other  age  groups  Age  alone  may 
not  be  an  important  factor  in  the  dispositon  of  nizatdine  Elderly  patents  may  have 
reduced  renal  functon. 

Adverse  Reectlont:  Clinical  tnals  of  nizatdine  included  almost  5,000  patents 
given  nizatdine  in  studies  of  varying  duratons  Domestc  placebo-controlled  tnals 
included  over  1 .900  patients  given  nizatdine  and  over  1 ,3()0  given  placebo.  Among 
reported  adverse  events  in  the  domestc  placebo-controlled  trials,  sweatng  (1  % vs 
0 2%),urtcaria(0  5%vs<  001%),ar>dsomnolence(2  4%vs1  3%)  were  signifi- 
cantly more  common  in  the  nizatdine  group  A variety  of  less  common  events  was 
also  reported,  it  was  not  possible  to  determine  whether  these  were  caused  by 
nizatdine 

Hepatc  - Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests  (SCOT 
[AST].  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patents  and  was 
possibly  or  probably  related  to  nizatdine  In  some  cases,  there  was  marked 
elevaton  of  SCOT,  S(jPT  en^es  (greater  than  500  lU/L)  and.  in  a single  instance. 
SGPT  was  greater  than  2,00()  lU/L  The  overall  rate  of  occurrences  of  elevated  liver 
enzymes  and  elevatons  to  three  tmes  the  upper  limit  of  normal,  however,  did  not 
significantly  differ  from  the  rate  of  liver  enzyme  abnormalites  in  placebo-treated 
patents  All  abnormalites  were  reversible  after  discontnuaton  of  Axid. 

Cardiovascular  ~ In  clinical  pharmacology  studies,  short  episodes  of  asymp- 
lomatc  ventricular  tachycardia  occurred  in  two  individuals  administered  Axid  and  in 
three  untreated  subjects. 

CNS  - Rare  cases  of  reversible  mental  confusion  have  been  reported 

Endocnne  ~ Clinical  pharmacology  studies  and  controlled  clinical  bi^s  showed 
no  evidence  of  antiandrogenic  actvity  due  to  Axid  Impotence  and  decreased  libido 
equal  freq  ^ • - . . - . . 


given  placebo  Rare  reports  of  gynecomasta  occurred. 


1 a patent  who  was 


Id  and  another  H;-receptor  antagonist.  On  previous  occasions,  this 
1 while  taking  other  drugs  Rare  cases  of 


treated  with 

patent  had  experienced  thrombocytopenia  whiFe  taking 
thrombocytopenic  purpura  have  been  reported 
/ntegumenfa/ -Sweatng  and  urtcaria  were  reported  significantly  more  fre- 
quenty  in  nizatdine- than  in  placebo-teated  patents  Rash  and  exfoliatve  dermat- 
ts  were  also  reported 

Hypersensitivity  - As  with  other  H^-receptor  antagonists,  rare  cases  of  anaphy- 
laxis following  administaton  of  nizatdine  have  been  reported  Because  cross-sen- 
sitvity  in  this  class  of  compounds  has  been  observed.  H:-receptor  antagonists 
should  not  be  administered  to  individuals  with  a history  of  previous  hypersensitvity 
to  these  agents  Rare  episodes  of  hypersensitvity  reactons  (eg,  bronchospasm. 
laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported 

Otw  - Hyperuncemia  unassociated  w 

Eosinophilia,  i 
reported. 


Hyperuncemia  unassociated  with  gout  or  nephrolithiasis  was  reported 
fever  and  nausea  related  to  nizatdine  adminisbaton  have  been 


Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  The  following  is  pro- 
vided to  serve  as  a guide  should  such  an  overdose  be  encountered 
Signs  and  Symptoms  -There  is  litte  clinical  expenence  with  overdosage  of  Axid 
in  humans  Test  animals  that  received  large  doses  of  nizatdine  have  exhibited 
cholinergic-type  effects,  including  lacnmaton.  saJivaton,  emesis,  miosis,  and 


diarrhea.  Single  oral  doses  of  600  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monke 
were  not  lethal  Intravenous  median  lethal  doses  in  the  rat  and  mouse  were  3 


mg^g  and  232  mg/kg  respectvely 
treatment  -To  obtain  uo-to-dati 


Treatment  -To  obtain  up-to-date  informaton  about  the  teatnent  of  overdose,  a 
good  resource  is  your  certfied  regional  Poison  Control  Center  Telephone  numbers 
of  certfied  poison  contol  centers  are  listed  in  the  Physicians'  Desk  Reference 
(PDR).  In  managing  overdosage,  consider  the  possibility  of  multple  drug  over- 
doses, interacton  among  drugs,  and  unusual  drug  kinetcs  in  your  patent. 

If  overdosage  occurs,  use  of  actvated  charcoal,  emesis,  or  lavage  should  be 
considered  along  with  clinical  monitoring  and  supportve  therapy  Renal  dialysis  for 
lour  to  six  hours  increased  plasma  clearance 
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nizatidine 

Enhances  compliance 
and  convenience 


Patients  appreciate  Axid,  300  mg, 

in  the  Convenience  Pak 

in  a Convenience  Pak  survey  (N  = 100P 

■ 100%  said  the  directions  on  the  Convenience  Pak  were 
dear  and  easy  to  understand 

■ 93%  reported  not  missing  any  doses 

Pharmacists  save  time- 

at  no  extra  cost 

■ The  Convenience  Pak  saves  dispensing  time  and 
minimizes  handling 

The  Convenience  Pak 

promotes  patient  counseiing 

■ Pharmacists  dispensing  the  Axid  Convenience  Pak  can 
encourage  compliance  and  continued  customer 
satisfaction 


Convenience  Pak  is  avaiiabie  at  no  extra  cost 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


PERSPECTIVE 


Claude  L.  Brown,  M.D. 


The  Price  of  Pleasure 


Lon  Conner,  our  perceptive  Executive  Director,  in 
a recent  essay  commented  on  the  “hedonic  dam- 
age” award  in  a recent  malpractice  suit.  Since  this 
remarkable  concept  opens  the  door  much  more  widely 
to  attacks  upon  us,  I look  at  it  again. 

From  the  Wall  Street  Journal:  Ms.  Ferguson  was 
awarded  $2.3  million  (no  small  figure)  of  which  $1.02 
million  was  considered  due  to  loss  of  pleasures  such 
as  gardening,  walking  and  taking  her  granddaughter 
to  band  practice.  Allegedly,  her  doctors  improperly 
used  radiation  therapy  which  caused  bladder  contrac- 
ture. Since  she  was  retired  damages  could  not  be  re- 
lated to  future  lost  wages.  Stanley  V.  Smith,  Chicago 
economist  who  evolved  this  idea,  said,  “we  are  worth 
something,  not  just  for  what  we  do  to  earn  a living.” 
Already,  courts  accept  the  view  that  victims  can  be 
compensated  for  pain,  suffering,  and  diminished  en- 
joyment of  life,  but  now  jurors  are  being  asked  to 
attach  a dollar  amount  to  impaired  gratifications.  To 
enlighten  the  jurors  to  this  end,  Mr.  Smith  “uses  a 
combination  of  government  and  academic  data,  psy- 
chological testing  and  hypothetical  values  derived  from 
economists’  analyses  of  human  behavior.” 

He  also  uses  alchemy.  He  moves  beyond  science 
with  its  constant  effort  to  lift  itself  beyond  speculation; 
beyond  the  esthetic  raptures  of  art;  far  beyond  medical 
practice  which  fuses  these  two  aspects  of  man’s  en- 
deavors — he  advances  to  the  realm  of  divination, 
doubtless  to  the  great  applause  of  plaintiffs  lawyers 
who  seen  this  singular  ability  to  titrate  the  ineffable 
another  arrow  in  their  quiver.  His  thought  concerning 
the  value  of  the  individual  is  meritorious,  but  Christ 


preached  this  long  ago,  and  at  least  since  the  Renais- 
sance the  western  world  has  exulted  in  this  belief.  But 
his  efforts  at  quantifying  the  incalculable  are  a splendid 
advance  in  the  comprehension  of  that  confusing  crea- 
ture, Man  — a medal  should  be  struck  in  his  honor, 
and  his  face  adorn  a 20  cent  stamp. 

How  much  is  it  worth  to  cure  man  of  cancer?  Or  to 
restore  his  vision?  What  will  the  beloved  family  dog 
bring  at  auction?  I predict  that  no  self  respecting  lawyer 
of  imagination  will  again  use  the  term  “consortium”; 
everything  will  be  “hedonic  damage.”  Here  the  fan- 
tasy becomes  boundless,  for  is  not  the  quality  of  life 
our  highest  consideration?  Mr.  Smith  knows  how  to 
estimate  (in  dollars)  its  degree  of  vitiation.  Of  course 
there  are  questions:  How  much  is  it  worth  to  whom? 
And  how  does  one  assess  another’s  pleasure,  really? 
It  is  difficult  enough  to  truly  feel  one’s  own  sensations. 
For  example:  although  there  probably  were  commer- 
cial interest  involved,  still  legend  insists  that  the  Greeks 
labored  ten  years  to  get  Helen  back  from  Troy  at  the 
expense  of  countless  lives  and  untold  sums  of  money. 

The  face  that  launched  a thousand  ships 

And  burned  the  topless  towers  of  Ilium. 

Yet,  Hector  complained,  “Brother,  she  is  not  worth 
what  she  doth  cost  the  holding.” 

Henry  V,  before  the  Battle  of  Agincourt,  reassured 
his  common  soldiers  that  the  king’s  life  would  be  worth 
no  more  than  their  own  in  the  coming  fight. 

Antony  and  Cleopatra  ruefully  reminded  each  other, 
“we  have  kissed  away  kingdoms  and  provinces.” 

Moving  on  from  Ms.  Ferguson’s  delight  in  walking 
and  gardening  to  that  transcedent  motivating  force  of 
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the  world  we  come  to  sexual  gratification.  How  about 
the  price  tag  for  an  orgasm?  But  again:  when,  who, 
what?  The  issue  is  highly  complex  and  does  not  exactly 
translate  into  money. 

Fortunately,  the  matter  may  work  in  reverse:  the 
defendants  may  later  justifiably  charge  the  plaintiff 
with  rendering  them  incapable  of  further  joie  de  vivre, 
and  seek  compensation  — so  the  suit  can  go  on  and 
on,  like  a mountaineers’  feud  for  generation  unto  gen- 
eration of  plaintiff,  defendant,  and  successive  lawyers. 

Suppose  a plaintiffs  lawyer  had  a client  named  Keats 
who  experienced: 


Faded  the  flower  and  all  its  budded  charms. 

Faded  the  sight  of  beauty  from  my  eyes. 

Faded  the  shape  of  beauty  from  my  arms. 

Faded  the  voice,  warmth,  whiteness  — paradise. 

The  loss  sustained  here  is  immeasurable,  one  would 
think.  But  not  so  — Mr.  Smith  will  estimate  the  poet’s 
hedonic  damage  to  a farthing,  and  this  amount  will  be 
greatly  supportive  to  the  bereft  client  and  no  less  to 
the  lawyer.  0 


TheAMA 

thanks 

our  members. 


The  American  Medical  Association 
achier  ed  major  victories  during 
the  100th  Congress,  and  we  have 
only  our  members  to  thank.  With 
their  help,  the  AMA  achieved 
victories  for  all  physicians. 

- Defeated  mandatory  Medicare 
assignment  three  times  in  the 
House  Ways  and  Means  Committee; 

- Effectively  influenced  the  passage 
of  major  AIDS  legislation; 

- Successfully  urged  HCFA  to  revise 
instructions  to  Medicare  carriers 
on  implementing  “medically 
unnecessary'  services”  authority' 

Thank  you,  AMA  members,  for  these 
and  other  achievements.  We  trust 
we’ve  earned  your  continued  support. 


If  you  aren’t  an  AMA  member,  join  us 
now'.  There's  much  more  to  be  done 
. . . and  with  your  help, 
no  limit  to  what  we  can 
accomplish.  CALL  TODAY 
FOR  INFORMATION: 
1-800-AMA-1452. 


IVS 


IV  SERVICES 


IV  Nutrition  Therapy  (TPN)  - IV  Antibiotic  Therapy 
IV  & Epidural  Analgesia  Therapy 
Enteral  Tube  Feedings  - Home  Infant  Photo  Therapy 
Home  IV  Therapy  by  Qualified  Staff 
Family/Patient  Instruction  and  Training 
All  Required  Supplies  - 24  Hour  Emergency  Service 
Home  Health  Agency  Referral 
Direct  Third  Party  Billing 

Corporate  Headquarters  842  Peachtree  St.,  Prattville,  AL  36067 
(205)361-1370  Answering  Service  (205)293-0934 
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Haps  and  Mishaps 

Albert  S.  Dix,  M.D.* 


I was  thinking  back  over  the  years  about  some  of  the 
interesting,  some  alarming,  some  daring  happen- 
ings in  my  medical  practice  that  are  not  likely  expe- 
rienced today,  although  I can  imagine  that  other  epi- 
sodes, different  from  these,  occur  today.  Some  of  my 
most  daring  exploits  of  the  past  would  be  foolhardy, 
even  stupid  today,  in  light  of  the  present-day  profes- 
sional liability  climate. 

As  county  health  officer,  malariologist  with  T.V.A. 
along  the  Tennessee  River,  and  epidemiologist  in  Mo- 
bile during  the  second  World  War,  I encountered  dis- 
eases seen  rarely  or  not  at  all  today.  Outstanding  in 
my  mind  is  the  smallpox  epidemic  in  Jackson  County, 
Alabama,  in  1938.  Smallpox  vaccination  was  routine 
then,  except  people  that  were  missed,  such  as  the  fiddle 
player  who  attended  a fiddler’s  jamboree  in  Kentucky 
and  was  there  exposed  to  a case  of  smallpox  acquired 
somewhere  else. 

By  the  time  he  was  diagnosed,  there  were  three 
cases,  and  before  it  was  under  control,  there  were  15 
cases.  Fortunately,  there  were  no  deaths. 

During  that  period  we  vaccinated  several  thousand 
people  of  all  ages,  more  than  the  population  of  the 
county.  They  came  from  adjoining  counties  and  even 
from  Tennessee.  One  man,  with  a light  case,  who  lived 
in  Hollywood,  Alabama,  refused  to  be  quarantined, 
and  the  policeman  there,  who  had  not  been  vaccinated, 
refused  to  enfore  the  law  since  he  would  not  go  close 
to  the  patient.  Anyway,  unless  he  had  a private  cell, 
he  couldn’t  be  put  in  jail. 

Today,  we  are  told,  “there  is  no  need  for  vacci- 
nation since  there  is  no  more  smallpox.’’  1 hope!  1 was 
told  that  at  one  bam  dance  in  Pennsylvania  a few  years 
ago  everyone  who  had  not  been  vaccinated  contracted 
the  disease,  while  everyone  who  had  been  vaccinated 
escaped,  even  if  it  had  been  50  years  since  the  vac- 
cination. Among  an  unvaccinated  population,  the 
smallpox  virus  might  make  an  ideal  agent  for  germ 
warfare. 

* 3604  Linden  Lane.  Mobile,  AL  36608. 


In  smallpox  the  lesions  are  small,  and  all  alike, 
unlike  the  great  pox,  syphilis,  frequently  with  large 
lesions.  This  disease  is  presumed  to  have  been  acquired 
in  the  Americas  by  Columbus  and  his  crew  and  taken 
back  to  Europe.  This  may  be  confirmed  by  paleon- 
tologists, who  find  definite  evidence  of  syphilis  in  the 
bones  disinterred  from  the  Indian  burial  grounds  in  the 
New  World,  but  no  such  evidence  in  the  mummies  of 
Egypt. 

When  it  appeared  in  Europe  and  spread  widely  by 
invading  armies,  each  nation  accused  the  others  of 
having  started  it.  So  it  was  called  by  the  Spaniards  the 
French  disease,  by  the  French  the  German  disease, 
etc.  Finally,  by  mutual  agreement  among  the  nations, 
it  was  given  another  name,  named  after  a shepherd 
boy,  Syphilus,  and  called  Syphilis. 

Just  as  we  have  AIDS  now,  which  has  alarmed  us 
all,  and  has  demanded  the  attention  of  Surgeon  General 
Koop,  another  Surgeon  General,  Thomas  Parran,  was 
the  first  real  leader  in  the  fight  against  syphilis,  and 
wrote  a book  in  1937  entitled  Shadow  on  the  Land. 
That  same  year  another  book  appeared,  written  by  Dr. 
William  Becker  of  the  University  of  Chicago  entitled 
Ten  Million  Americans  Have  It,  which  was  considered 
to  be  a conservative  estimate  of  the  syphilis  problem. 
It  was  stated  to  be  second  only  to  malnutrition  among 
the  health  problems  of  the  nation,  and  a leading  cause 
of  death.  Also  at  least  half  of  those  infected  were 
unaware  of  it.  Death  and  disability  were  due  primarily 
to  its  effect  on  the  vascular  and  nervous  systems,  caus- 
ing among  other  problems,  aortic  aneurysms,  soften- 
ing of  the  brain,  tabes  dorsalis,  etc.,  with  paralysis 
and  mental  illnesses.  It  was  a leading  cause  of  heart 
disease,  as  important  as  cholesterol  is  today. 

Just  as  some  of  our  heroes  have  died  of  AIDS,  such 
as  Rock  Hudson,  Liberace  and  others,  so  many  of  our 
earlier  historical  figures  are  said  to  have  died  from 
syphilis,  including  Columbus,  Woodrow  Wilson, 
Henry  Vlll  and  six  of  his  seven  wives;  most  of  their 

continued  on  page  20 
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Plus . . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  ViCODIN  ** 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  In  America.^ 


(hydrocodone  bitartrate  7.5  mg  [Warning:  May  be  habit  terming] 
and  acetaminophen  750  mg) 


Tablet  for  tablet . . . 

The  most  potent  analgesic  you  can  phone  in- 
daytime,  nighttime,  weekends. 

"(hydrocodone  bilartrate  5 tng  (Warning  May  be  habit  forming!  and  acetaminophen  SOO  mgi 

1 Data  on  (lie.  Knoll  Pharmaceuticals 

2 Standard  industry  new  prescription  audit.  Data  on  file.  Knoll  Pharmaceuticals 
Please  sec  adiacent  page  lor  brief  summary  of  prescribing  information 
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"vicodinl£S 


(hydfocodone  txtorlrote  75  mg  fWotning  May  be  habit  forming] 
ond  ocetominophen  750  mg] 


INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions:  VICODINA/ICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  lite-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  hiqh  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients;  VICODINA/ICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
Impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 

Cough  Reflex;  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotlcs.  antianxiety  agents,  or  other  CNS  depressants  (incfuding  alcohol) 
concomitantly  with  VICODINA/ICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  "hamsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women.  VICODIN/  ViCODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  ofVICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REAaiONS: 

The  most  freouently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  anal^sia.  Prolonged  administration  of  VICODINA/ICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  By  the  use  of 
naloxone  hydrochloride.  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODINA/ICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  111).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  in  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include;  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis). extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  ana  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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babies  were  stillborn,  since  stillbirth  and  congenital 
syphilis  was  as  important  as  AIDS  is  today  among 
children  and  the  unborn. 

In  the  early  days,  like  AIDS,  there  was  no  effective 
treatment.  Then,  in  1909,  after  606  trials,  Paul  Ehrlich 
in  Germany  found  an  arsenic  compound  arsphenamine 
(called  606)  to  treat  syphilis.  This  compound  was  called 
the  “Magic  Bullet”  in  books,  movies  and  television. 
Ehrlich  called  the  new  drug  “salvarsan”  because  he 
thought  it  would  be  the  salvation  of  those  infected  with 
syphilis.  He  thought  a single  dose  would  cure  the  pa- 
tient. 

This  drug  was  very  toxic,  so  Ehrlich  and  his  group 
kept  trying  other  compounds,  until  914  was  found  and 
called  neoarsphenamine.  This  was  the  primary  drug  I 
used  in  the  clinics,  although  it  was  found  that  alter- 
nating courses  of  the  intravenouos  arsenic  drug  with 
bismuth  given  intramuscularly  in  the  buttock  were  more 
effective.  Treatment  required  weekly  injections  for  77 
weeks,  or  one  and  a half  years.  Few  patients  stuck 
with  it,  but  some  did  and  now  are  glad  they  did. 

It  may  be  that  some  day  we  may  have  a drug  to 
cure  AIDS,  a drug  that  may  make  the  patients  sick 
and  require  prolonged  treatment.  That  will  be  better 
than  nothing.  Is  syphilis  as  deadly  as  AIDS?  When 
the  patient  dies,  it  is.  As  one  of  my  patients  said, 
quoted  in  Humor:  The  Bright  Side  of  Pain  by  the 
author,  “We  had  a little  death  in  the  family.” 

I supervised  clinics  for  treatment  of  syphilis  in  Jack- 
son  County,  at  Scottsboro,  Bridgeport,  and  Stevenson, 
at  several  locations  in  Lee  County,  and  in  Mobile 
County  in  Mobile,  Prichard,  Bayou  La  Batre,  and  Ci- 
tronelle.  We  had  over  2,000  patients  under  treatment 
at  one  time  in  Mobile,  requiring  several  doctors  and 
nurses.  The  likelihood  that  the  doctor  or  nurse  might 
acquire  syphilis  accidentally  was  the  same  as  AIDS  is 
today,  in  exactly  the  same  manner. 

The  first  penicillin  used  for  a civilian  in  Mobile  was 
for  a girl  child  with  gonorrhea,  obtained  from  the  Pub- 
lic Health  Service  and  given  by  Dr.  Vaun  Adams, 
Pediatrician.  No  penicillin  or  any  other  antibiotic  was 
available  for  general  use  until  after  the  war  in  1945. 
Soon  syphilis  was  on  the  wane  due  to  treatment  with 
penicillin,  so  for  a while  it  was  not  considered  a major 
public  health  problem.  Now  with  the  sexual  revolution 
syphilis  is  on  the  increase,  but  in  most  cases  there  is 
effective  treatment. 

Now  to  recount  one  of  my  most  daring  cases.  I had 
read  that  penicillin  might  be  effective  in  treating  neu- 
rosyphilis if  given  into  the  spinal  canal.  “Joe”  had  a 
positive  spinal  Wasserman,  Kahn,  or  VDRL  or  what- 
ever, and  had  been  extensively  treated  with  intramus- 
cular penicillin.  He  was  about  18  with  late  congenital 
syphilis  and  begining  to  show  neurological  symptoms. 
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In  those  days  we  frequently  did  spinal  punctures  so 
there  was  no  problem  in  injecting  an  aqueous  solution 
of  penicillin  into  the  spinal  canal. 

Everything  appeared  all  right  for  a few  minutes. 
Then  Joe  started  to  get  stiff  and  rigid,  and  than  had  a 
grand  mal  convulsion  which  lasted  about  30  seconds. 
He  then  recovered  quickly  and  in  about  five  minutes 
appeared  to  be  O.K.  One  week  later  I gave  him  another 
treatment.  His  convulsion  was  not  as  severe  this  time, 
so  a week  later  I gave  him  a third  treatment  with  minor 
undesirable  effects.  After  about  a month  I checked  his 
spinal  VDRL  and  every  month  for  about  a year.  The 
test  gradually  became  negative  and  he  appeared  well. 

Thirty  years  later  I met  Joe  in  a hardware  store,  age 
48  and  feeling  fine.  He  was  very  glad  to  see  me,  and 
expressed  enthusiastically  his  appreciation  for  getting 
him  well. 

Malaria  was  rampant  along  the  Tennessee  River  in 
1939.  I guess  it  should  not  be  called  epidemic,  since 
this  name  suggests  an  unusual  occurrence  of  a disease 
in  a community  or  region.  This  was  endemic,  since  it 
was  always  present.  Back  when  I was  a small  boy  in 
Mobile,  we  had  malaria  every  year,  with  chills  and 
fever  every  other  day.  My  mother  kept  a big  jar  of 
quinine  powder  and  empty  gelatin  capsules,  which  she 
filled  and  gave  to  her  six  children,  including  me.  I 
remember  one  day  while  I was  in  bed  under  the  covers 
after  a chill  I heard  the  paper  boy  in  the  street  calling 
“Extra!  Extra!  President  Harding  is  dead!”  There  was 
no  radio  or  TV  news  then. 

Malaria  control  measures  had  pretty  well  eliminated 
the  disease  in  Mobile,  but  in  1939,  holding  clinics 
along  the  River  from  Florence  almost  to  Chattanooga, 
I treated  about  200  cases  a day.  I made  the  diagnosis 
by  history  of  chills  and  fever,  backed  up  with  blood 
smears,  and  in  children  by  feeling  the  spleen.  My  wife 
and  mother-in-law,  who  was  with  us  in  Scottsboro, 
counted  out  the  quinine,  atabrine  and  plasmochin  cap- 
sules or  tablets,  preparing  individual  doses  in  pill  en- 
velopes for  me  to  take  with  me. 

Not  all  the  patients  were  so  easy  to  diagnose.  One 
old  man,  about  90,  came  and  told  me  that  he  knew  he 
had  malaria,  because  he  didn’t  have  any  pep.  Another 
man  didn’t  want  to  argue  with  me,  but  he  told  me  that 
he  had  as  much  right  to  his  opinion  as  I did,  and  in 
his  opinion  mosquitos  did  not  carry  it.  It  came  from 
the  bad  air  in  the  swamps. 

Actually,  that  is  the  way  it  got  its  name,  mal-air- 
ia,  but  that  theory  was  disproved  many  years  earlier. 
I was  told  by  a girl  that  her  sister  couldn’t  come  to 
the  clinic  because  she  had  been  “cotton-mouth  bit,” 
a phrase  that  we  heard  in  the  past. 

During  World  War  II  the  population  of  Mobile  just 
about  doubled,  with  the  shipyards,  the  Air  Force  Base 
(Brookley  Field)  and  other  industries  taking  on  thou- 
sands of  new  employees,  most  of  whom  came  from 
the  small  towns  in  Alabama  and  Mississippi.  They 


brought  bacteria  and  viruses  with  them,  but  more  im- 
portant they  brought  many  people  who  were  not  im- 
mune to  the  germs  we  already  had.  Epidemics  of  ty- 
phoid and  meningitis  occurred.  The  typhoid  was  in 
Alabama  Village  in  Chickasaw,  and  traced  to  contam- 
inated food. 

Meningitis,  meningococcus,  primarily  affected  the 
Alabama  Dry  dock  and  Shipbuilding  Company,  Mo- 
bile’s largest  shipyard,  with  about  a dozen  cases  at 
one  time.  Sulfa  drugs  were  offered  to  workers  to  pre- 
vent more  cases.  A number  of  cases  occurred  in  schools, 
and,  of  course,  some  parents  were  panicky,  so  we 
cultured  the  throats  of  many  well  children.  We  found 
so  many  carriers  that  we  came  to  the  conclusion  that 
even  with  the  germ  in  the  throat  there  was  less  than 
one  chance  in  a hundred  that  the  child  would  get  sick. 
The  Health  Department  did  not  consider  it  necessary 
to  give  the  drug  to  all  the  children  in  schools.  However, 
when  an  anxious  parent  consulted  his  own  physician, 
you  can  be  sure  that  child  got  the  drug. 

One  other  epidemic,  short  lived  but  intense  while  it 
lasted,  was  food  poisoning  due  to  staphylococcus  toxin 
among  employees  of  the  Alabama  State  Docks.  About 
20  or  more  men  got  sick,  taken  to  the  City  Hospital, 
and  since  there  were  no  beds  they  lay  on  newspapers 
on  the  floor  in  the  hall,  retching  and  vomiting.  It  was 
a sight  to  behold.  All  recovered  in  about  two  hours 
except  two  who  were  kept  overnight  and  were  O.K. 
in  the  morning.  Of  course,  as  epidemiologist  it  was 
my  job  to  find  the  source. 

There  was  a cafeteria  at  the  docks  where  all  the  men 
had  eaten  spaghetti  and  meat  balls.  Leftover  spaghetti 
was  put  in  the  refrigerator  overnight,  then  heated  be- 
fore it  was  served  the  next  day.  We  found  that  by  using 
thermometers  the  temperature  in  the  middle  of  the 
spaghetti  pan  never  got  cold  enough  to  inhibit  the 
production  of  the  toxin  and  never  hot  enough  to  destroy 
it  the  next  day.  It  was  a perfect  culture  medium.  I 
remember  in  medical  school  the  demonstration  of  sta- 
phyloccus  toxin,  where  the  poor  cat  was  given  the 
injection  and  soon  spread  out  on  the  floor  face  down 
with  one  leg  going  North,  one  South,  one  East  and 
one  West.  That’s  about  the  situation  here. 

After  the  war,  in  General  Practice,  I did  a little  of 
everything.  One  time  my  patient  at  the  City  Hospital 
had  a ruptured  ectopic  pregnancy  and  was  bleeding 
profusely  and  in  mild  shock.  At  surgery  the  belly  was 
full  of  blood.  We  found  the  bleeding  point  and  clamped 
it  off,  but  the  condition  of  the  patient  was  deteriorating. 
She  needed  blood  and  badly.  There  was  no  blood  bank, 
or  blood  available. 

I had  read  of  this  being  done  before,  so  I was  not 
the  first.  We  scooped  up  the  blood  from  her  abdomen, 
filtered  it  through  sterile  gauze  to  get  out  the  clots  and 
ran  it  into  her  vein.  She  responded  quickly,  had  an 
uneventful  recovery  with  no  aftereffects.  We  were 
lucky,  and  the  good  Lord  was  with  us. 
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In  the  old  days  we  and  our  patients  were  friends, 
with  mutual  trust.  A suit  for  malpractice  was  not  only 
a financial  blow,  but  indication  of  a loss  of  trust,  and 
this  loss  was  worse  than  the  other.  I was  not  sued  by 
my  friend  when  we  burned  his  leg  while  giving  him 
a diathermy  treatment.  I was  not  sued  when  a baby 
was  bom  blind,  and  another  with  Down’s  Syndrome. 
I was  not  sued  even  when  I nicked  an  unborn  baby’s 
cheek  with  the  scalpel  while  doing  a Caesarean  section. 
It  required  two  small  sutures,  but  the  parents  were  so 
happy  and  grateful  that  mother  and  baby  were  all  right, 
that  was  inconsequential.  Anyway,  if  the  girl,  now 
adult,  is  asked  about  the  tiny  scar  on  her  cheek  she 
can  honestly  say  “I  was  bom  with  it.”  I am  sure  I 
felt  worse  about  it  than  anyone  else. 

A mother  brought  her  little  boy  in  for  his  DPT  before 
he  started  to  school.  My  excellent  nurse,  who  rarely 
made  mistakes,  gave  him  20  units  of  insulin  (0.5  cc) 
instead  of  the  immunization,  and  as  soon  as  they  had 
left  the  office  she  realized  her  mistake  and  told  me 
about  it.  I went  by  the  dmgstore  and  loaded  up  with 
Hershey  bars  and  reached  the  house  about  the  time 
they  did.  I don’t  know  how  he  likes  Hershey  bars  now, 
but  after  that  evening  I am  sure  he  was  tired  of  them. 
Anyway,  he  had  no  ill  effects  from  the  mistake.  Here 
again  I and  my  nurse  did  most  of  the  worrying. 

One  time  when  I was  County  Health  Officer,  a fam- 
ily of  children  on  Sand  Mountain  were  found  at  school 
to  have  scabies.  The  parents  were  told  to  treat  the 
children  before  they  could  go  back  to  school.  The 
father  said  that  God  had  given  it  to  them  for  a reason, 
and  he  would  not  interfere,  but  wait  until  God  took  it 
away.  There  is  no  law  requiring  treatment,  but  two 
other  laws  prevailed:  one  that  they  had  to  go  to  school, 
and  two  that  they  could  not  go  with  scabies.  So  the 
children  were  well  greased  with  sulfur  and  lard  (the 
accepted  treatment  them)  and  after  two  or  three  days 
went  back  to  school. 

Of  course,  I kept  in  active  practice  into  the  suit  era, 
so  I was  sued.  In  this  case  perhaps  we  did  not  share 
mutual  tmst.  I don’t  think  she  liked  me,  and  I was 


particularly  fond  of  her.  She  was  a very  obese,  sullen 
woman  with  very  high  blood  pressure  220/140,  and 
she  had  syphilis.  She  was  uncooperative  and  argu- 
mentative. She  had  every  reason  to  have  a stillbirth, 
and  she  did.  I felt  much  relieved  that  she  got  through 
it  herself,  so  a month  or  two  later  I was  surprised  to 
be  served  papers  from  her  attorney.  I was  no  longer 
surprised  when  I found  out  that  he  makes  his  living, 
a very  good  one  financially,  by  suing  doctors  and  he 
never  seems  to  turn  down  a case,  no  matter  how  little 
merit  it  has.  I had  plenty  of  insurance  to  cover  the 
amount  of  the  suit,  but  it  hung  on  for  two  years,  during 
which  time  I developed  a cardiac  arrhythmia. 

The  case  never  went  to  court,  and  was  settled  for  a 
token  amount,  to  avoid  the  court  fight.  I kept  the 
arrhythmia,  which  got  worse,  and  I dropped  obstetrics  ; : 
from  my  practice.  In  looking  back,  I was  in  error  in  I 
not  making  a friend  of  the  patient  and  her  husband, 
or  in  accepting  her  as  a patient  in  the  first  place.  I am 
a natural  optimist,  and  have  tried  to  express  optimism 
to  my  patients,  but  in  this  case  I should  have  told  the 
husband  and  wife  both  that  they  could  expect  a dead 
baby,  and  that  we  would  be  fortunate  if  the  mother 
got  through  all  right.  Later  in  my  practice  I learned, 
for  my  peace  of  mind  and  heart,  to  start  referring  the 
sick  and  problem  cases  to  specialists,  to  whom  I apol- 
ogize. Telling  a patient  he  is  going  to  get  well  is  good 
medicine,  but  if  he  doesn’t  we  are  in  trouble.  Now  it 
is  safer  for  the  doctor  to  tell  him  to  expect  the  worst 
that  can  happen,  which  is  bad  medicine. 

In  looking  back,  I think  I practiced  in  the  golden 
age  of  medicine,  when  I was  able  to  watch  antibiotics, 
scanning,  ultrasound,  organ  transplants,  and  genetic 
engineering  come  in,  and  was  still  able  to  experience 
a close  personal  relationship  between  the  doctor  and 
the  patient,  where  the  patient  trusted  the  doctor  to  do 
his  best,  but  realized  that  even  the  doctor  is  not  perfect 
and  might  make  mistakes.  I remember  in  one  case 
where  there  was  a stillbirth  the  mother  told  me  not  to 
feel  so  bad.  She  knew  I did  the  best  I could  and  she 
was  grateful.  0 
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The  AMA  Group 
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YF^S!  I want  to  learn  more  about  how  AMA  Advisers,  Inc.  can  serve 
my  investment  needs.  Please  send  me  more  complete  information  on  the 
financial  products  I've  noted  below: 


Where  do  physicians 
turn  for  financial 


services? 


Send  the  coupon  today  or. . . 
Call  toll-free 

1-800-262-3863 


Products  and  services  as  described  herein  are  not  offered  for  sale  in  any  state  where 
they  are  not  lawfully  registered. 


AMA  Advisers,  Inc.  . . . Investment  experts 
for  physicians  and  their  families  nationwide 


Here’s  what  we  offer  you: 


• Tax-Free  Unit  Trusts 

• Tax-Deferred  Annuities 

• Money  Market  Funds 

• Mutual  Funds 

• Discount  Brokerage 

• Certificates  of  Deposit 


• Stocks 

• Bonds 

• IRAs  (no  Trustee  fee) 

• Retirement  Plans 

• Retirement  Distribution 
Service 


At  AMA  Advisers,  Inc. , we  make  it  easier  for  busy  physicians  to 
make  investment  decisions.  Our  highly  qualified  representatives  are 
salaried,  which  means  you  get  objective  advice— not  a sales  pitch. 
Plus,  we  offer  easy-to-read,  consolidated  account  statements  and  a 
toll-free  hotline.  Whenever  you  have  an  investment  question,  we’re 
there  for  you. 


Find  out  how  AMA  Advisers,  Inc.  can  serve  all  your  investment  and 
retirement  plan  needs.  Call  now  for  more  information  and  current 
rates. 
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It’s  a simple  operation  called  electronic 
claims  submission.  Blue  Cross  will  pro- 
vide  you  with  a terminal  that  links  you 
with  our  computer.  Then,  all  you  have 
to  do  is  enter  your  claims.  There’s  noth' 
ing  to  sort,  sign,  or  mail.  And  your 
claims  are  processed  faster  and  more 
efficiently. 

Computer  claim  service  is  depend' 
able,  easy  and  cost  effective. 


For  more  information  call  us  at 
988'2588.  Or  write  to  Provider  Services, 
Blue  Cross  and  Blue  Shield  of  Alabama, 
450  Riverchase  Parkway  East,  Binning' 
ham,  Alabama  35298. 
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Legal  Implications  of  Physician 

Unionization 

John  T.  Mooresmith,  J.D. 


As  physicians  are  pressured  to  an  ever  increasing 
degree  by  third  party  payors  to  reduce  both  fees 
and  the  volume  of  services  provided  to  patients,  the 
question  is  raised:  “Why  can’t  we  just  form  a union 
and  collectively  bargain  for  ourselves?”  In  answering 
that  question,  the  relationship  of  several  federal  stat- 
utes must  be  understood.  Those  statutes  are  the  Na- 
tional Labor  Relations  Act  (the  Wagner  Act  of  1935), 
the  Fair  Labor  Standards  Act  (29  Lf.S.C.,  Section  201 
et  seq.)  enacted  in  1935  and  most  significantly  the 
antitrust  laws  (the  Sherman  Act,  the  Clayton  Act  and 
, the  Robinson-Patman  Amendments  to  the  Clayton  Act). 
There  are  two  fairly  definitive  cases  that  have  con- 
sidered professional  provider  group  coalitions  formed 
to  act  as  a bargaining  unit.  Both  dealt  with  these  groups’ 
desire  to  combine  for  the  purpose  of  negotiating  with 
insurance  companies  as  a single  entity.  The  cases  are: 
Indiana  Federation  of  Dentists  v.  FTC  (1984-2  Trade 
Cases  Section  66,229),  and  Arizona  v.  Maricopa 
County  Medical  Society,  457  U.S.  332  (1982). 

Indiana  Dentists  involved  a collective  refusal  by  the 
dentists  to  comply  with  a group  dental  health  care 
insurer’s  directive  to  submit  X-rays  along  with  the 
patients’  insurance  claims. 

Before  the  completion  of  the  appellate  process,  the 
initial  hearing  was  before  an  Administrative  Law  Judge. 
At  that  level,  the  Indiana  Federation  of  Dentists  claimed 
that  they  were  a “labor  union”  within  the  meaning  of 
Sections  6 and  20  of  the  Clayton  Act,  Section  4,  15 
U.S.C.,  Section  44.  The  Administrative  Law  Judge 
dismissed  this  claim,  and  the  dentists  never  again  rai.sed 
the  issue  in  the  appellate  process.  This  was  because 
the  labor  union  exemption  to  the  antitrust  laws  will 
not  protect  such  activities  unless  an  employer/em- 
ployee relationship  is  involved,  and  private  dentists 
are  competitors;  they  do  not  work  for  one  single  em- 
ployer/entity. In  re  Indiana  Federation  of  Dentists, 
Trade  Reg.  Rep.  (CCH)  Section  21,992  (Feb.  17, 
1983). 


This  is  not  to  say  that  there  are  no  circumstances 
where  a physician  union  might  be  contemplated  (phy- 
sician/employees of  staff-model  HMO’s  or  hospital 
residents  are  possibilities,  depending  on  the  organi- 
zational structure  of  their  employment)  but  in  the  con- 
text of  private  physicians  competing  economically  with 
other  physicians,  and  with  the  absence  of  a major  joint 
employer,  antitrust  concerns  automatically  arise. 

The  American  Medical  Association’s  House  of  Del- 
egates adopted  a resolution  on  December  2,  1984, 
requesting  the  AMA  to  study  the  issue  of  how  to  assure 
physicians  of  fair  representation  in  matters  of  quality, 
access  and  reimbursement  of  medical  care.  The  Board 
of  Trustees  referred  the  request  to  its  Committee  on 
Medicolegal  Problems  for  study  of  the  legal  and  reg- 
ulatory ramifications  of  physician  collective  bargain- 
ing activities,  and  for  suggestions  of  legally  acceptable 
means  of  enhancing  the  effectiveness  of  physician  ne- 
gotiations with  payors  and  governmental  agencies.  (See 
L.  Collective  Bargaining  Agent  For  Physicians’  Serv- 
ices, Reference  Committee  F,  pg.  436,  Proceedings, 
AMA  House  of  Delegates,  Dec.  2-5,  1984). 

In  1973,  the  AMA  produced  a report  for  the  mem- 
bers regarding  collective  bargaining.  In  that  report,  the 
Board  concluded  that  the  union  movement’s  traditional 
emphasis  on  collective  action  through  majority  rule  is 
ill-suited  to  professional  values  of  individualism  and 
autonomy.  Organizationally,  and  philosophically, 
moreover,  the  labor  union  model  comprehends  neither 
of  the  pursuits  that  are  of  paramount  importance  to 
physicians  organized  in  professional  associations  — 
the  advancement  of  medical  science  and  the  promotion 
of  public  and  patient  welfare,  (id.  at  pg.  47) 

In  the  years  since  the  initial  report,  circum.stances 
have  changed,  both  for  the  better  and  worse.  While 
legal  and  socioeconomic  developments  have  made 
unionization  more  important,  the  union  option  for  most 
physicians  has  become  less  realistic.  Since  1985,  the 
courts  increasingly  have  subjected  practices  of  the 
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learned  professions  and  their  associations  to  close  scru- 
tiny under  federal  antitrust  laws.  As  a result,  the  law 
has  come  to  circumscribe  a professionally  broader  range 
of  physician  conduct.  (Id.) 

Legal  Risks  of  Collective  Negotiation 
by  Physicians 

Antitrust  obstacles  to  joint  negotiation  of  fees  and 
reimbursement  levels  by  groups  of  physicians  or  med- 
ical societies  are  formidable.  In  Arizona  v.  Maricopa 
County  Medical  Society,  the  Supreme  Court  held  that 
it  was  per  se  illegal  for  physicians  to  agree,  through 
participation  in  foundations  for  medical  care  sponsored 
by  local  medical  societies,  on  the  maximum  fees  they 
would  claim  as  payment  for  services  provided  to  sub- 
scribers to  approved  insurance  plans.  These  maximum 
fee  levels  were  determined  by  use  of  relative  value 
scales  and  conversion  factor  lists  formulated  and  dis- 
persed by  the  defendants,  and  were  approved  by  vote 
of  the  physician  participants  in  the  Maricopa  group. 

A per  se  violation  consists  of  conduct  that  is  con- 
sidered so  fundamentally  anticompetitive  that  it  may 
be  condemned  without  regard  to  its  business  justifi- 
cations or  proof  of  specific  harm.  Significantly,  the 
Court  in  Maricopa  was  not  persuaded  that  the  unusual 
economic  characteristics  of  the  health  care  market  jus- 
tified an  exception  to  the  per  se  analysis  applied  to 
price-fixing  by  purely  commercial  enterprises.  The  im- 
plications of  this  ruling  are  unmistakable  — antitrust 
doctrines  developed  in  the  context  of  pricing  behavior 
of  business  corporations  will  be  held  to  apply  to  profes- 
sional fee-related  conduct  with  little  or  no  alteration. 

The  Statutory  Labor-Antitrust  Exemption  as 
Applied  to  Physician  Organizations 

It  appears  that  a union  of  independently  practicing 
fee-for-service  physicians  formed  for  the  purpose  of 
collectively  negotiating  fees  and  reimbursement  or 
practice  conditions  with  third-payors,  group  pur- 
chasers of  services  and  hospitals  could  not  avail  itself 
of  the  statutory  exemption.  Such  a group  would  not 
be  viewed  as  a bona  fide  labor  organization,  nor  would 
its  conduct  relate  to  a “labor  dispute”  within  the  mean- 
ing of  the  Clayton  and  Norris-LaGuardia  Acts. 

Clearly,  since  private  fee-for-service  physicians  deal 
with  insurers,  purchasers  and  hospitals  as  independent 
contractors,  a dispute  between  their  organization  and 
such  entities  would  bear  upon  no  employer-employee 
relationship  between  them. 

Examination  of  the  status  of  physician  organizations 
under  the  provisions  of  the  National  Labor  Relations 
Act  offers  another  perspective  on  this  issue.  A “labor 
organization:  entitled  to  engage  in  collective  bargain- 
ing is  defined  in  the  NLRA  as: 

“[A]ny  organization  of  any  kind,  or  any  agency  or 

employee  representation  committee  or  plan,  in  which 
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employees  participate  and  which  exists  for  the  pur- 
pose, in  whole  or  in  part,  of  dealing  with  employers 
concerning  grievances,  labor  disputes,  wages,  rate 
of  pay,  hours  of  employment,  or  conditions  of 
work.”  29  U.S.C.  Section  152(5)  (1976). 

The  Act  also  provided  that  the  term  “employee”  ' 
shall  not  include  “any  individual  having  the  status  of 
an  independent  contractor,  or  any  individual  employed  ' 
as  a supervisor.”  29  U.S.C.  Section  152(3)  (1976). 

As  applied  to  the  relationship  between  physicians 
and  payors  or  hospitals,  the  control  test  requires  that 
independently  practicing  fee-for-service  physicians  be 
categorized  as  independent  contractors  rather  than  em- 
ployees. Notwithstanding  the  fact  that  payors  and  hos- 
pitals have  seized  a substantial  measure  of  economic 
control  over  the  physician’s  practice,  control  over  the 
mode  and  manner  of  the  performance  of  medical  serv- 
ices remains  with  the  physician.  Professional  auton- 
omy in  the  arena  of  medical  decision-making,  more- 
over, is  protected  from  lay  and  corporate  interference 
to  a great  extent  by  state  medical  practice  acts,  or  by 
the  public  regulatory  policies  on  which  they  are 
founded.  The  NLRB  and  the  federal  courts  undoubt-  j 
edly  would  consider  the  physician’s  wide  discretion  in 
the  exercise  of  professional  skill  and  judgment  partic- 
ularly persuasive  evidence  of  independent  contractor 
status.  When  coupled  with  other  relevant  factors,  as 
outlined  above,  the  conclusion  that  independently 
practicing  physicians  do  not  qualify  as  “employees” 
under  the  NLRA  becomes  all  the  more  compelling. 

Professional  autonomy  in  clinical  decision-making, 
of  course,  is  not  alone  determinative.  A physician  may 
be  treated  as  an  employee  for  purposes  of  the  labor 
laws  notwithstanding  the  lack  of  direct  control  of  the 
means  and  manner  of  his  performance  of  professional 
services  if  other  indicia  of  the  employment  relationship 
predominate,  e.g.,  payment  in  the  form  of  a salary, 
fixed  hours  of  work,  use  of  premises  and  equipment 
supplied  by  the  employer,  and  absence  of  an  assured 
tenure.  The  NLRB  may  certify  an  organization  of  such 
physician  employees  as  a collective  bargaining  rep- 
resentative of  a unit  of  “professional  employees”  un- 
der the  NLRA.  29  U.S.C.  Section  152(12)  (1976). 

The  term  “professional  employee”  refers  to  such 
persons  as  legal,  engineering,  scientific,  and  medical 
personnel  who  possess  advanced,  specialized  training 
and  knowledge,  are  engaged  in  work  that  is  predom- 
inantly intellectual,  and  consistently  exercise  judgment 
and  discretion  in  discharging  their  responsibilities.  The 
term  is  not  equivalent  to  “supervisory”  employees, 
who  are  excluded  from  the  NLRA  by  its  own  terms, 
29  U.S.C.  Section  152(3)  and  (11),  164(a),  or  “man- 
agerial” employees  who  are  excluded  pursuant  to  the  ' 
legislative  policy  of  the  Act.  The  fact  that  employees 
are  professionals,  however,  does  not  preclude  them  i 
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from  also  being  categorized  as  supervisory  or  mana- 
gerial employees  whose  organization  is  ineligible  for 
NLRB  certification. 

Efforts  by  independently  practicing  physicians  to 
collectively  negotiate  fees,  reimbursement,  or  other 
terms  and  conditions  under  which  they  will  provide 
services  under  contracts  with  third-party  payors  and 
purchasers  expose  them  to  grave  risks  of  antitrust  li- 
ability. Except  for  a small  portion  of  the  physician 
population  consisting  of  bona  fide  employee  practi- 
tioners who  wish  to  negotiate  collectively  with  their 
employer,  these  risks  may  not  be  avoided  or  minimized 
by  seeking  to  engage  in  collective  bargaining  through 
unions. 

Only  physicians  entitled  to  collective  bargaining 
rights  as  employees  enjoy  the  same  protections  from 
antitrust  liability  afforded  other  employees  and  their 
labor  organizations  under  the  statutory  and  nonstatu- 
tory  labor-antitrust  exemptions. 

Physician  Bargaining  Organizations 
Under  the  Labor-antitrust  Exemption: 

Source  and  Scope  of  Organized  Labor’s 
Exemption  from  the  Antitrust  Laws 

Congress  has  enacted  several  statutes  restricting  both 
the  applicability  of  the  Sherman  Act  to  labor  and  the 
power  of  federal  courts  to  enjoin  labor  activity.  Based 
on  those  statutes,  and  on  the  public  policies  embodied 
in  the  federal  labor  laws,  the  courts  have  fashioned 
two  labor  exemptions  from  the  antitrust  laws  — the 
“statutory”  and  “nonstatutory”  exemptions.  These 
two  exemptions  attempt  to  deal  with  different  sets  of 
problems  created  by  conflicts  between  the  competing 
policies  embodied  in  the  antitrust  and  labor  laws.  In 
cases  involving  antitrust  challenges  to  unilateral  labor 
activities,  the  courts  apply  the  “statutory”  exemption; 
in  those  that  involve  challenges  to  combinations  be- 
tween labor  and  nonlabor  entities,  they  apply  the  “non- 
statutory” labor-antitrust  exemption.  The  statutory  ex- 
emption is,  by  far,  the  more  important  of  the  two  for 
present  purposes. 

In  the  years  immediately  following  passage  of  the 
Sherman  Act,  courts  viewed  the  collaborative  activi- 
ties of  workers  as  conspiracies,  and  enjoined  strikes 
as  unlawful  restraints  of  trade  when  a union’s  conduct 
or  objectives  were  deemed  socially  or  economically 
harmful.  In  the  wake  of  these  judicial  decisions.  Con- 
gress enacted  several  provisions  designed  to  immunize 
labor  unions  and  labor  disputes  from  challenge  under 
the  Sherman  Act. 

Section  6 of  the  Clayton  Act,  15  U.S.C.  Section  17 
(1982),  adopted  in  1914,  declares  human  labor  “is  not 
a commodity  or  article  of  commerce,”  and  immunizes 
from  antitrust  liability  “labor  organizations”  and  their 
members  “lawfully  carrying  out”  their  “legitimate 
objectives.”  Simultaneously,  in  Section  20  of  the 
Clayton  Act,  Congress  restricted  the  powers  of  the 


federal  courts  to  issue  injunctions  against  specified 
employee  activities,  such  as  strikes  and  boycotts,  that 
are  undertaken  in  the  employees’  self-interests  and  that 
occur  in  the  course  of  disputes  “concerning  the  terms 
or  conditions  of  employment.”  29  U.S.C.  Section  52 
(Supp.  V 1981). 

This  protection  was  reemphasized  and  expanded  in 
the  Norris-LaGuardia  Act  of  1932  after  the  Supreme 
Court,  in  the  Duplex  Printing  Press  case,  read  the 
Clayton  Act  to  apply  only  to  union  activities  directed 
against  an  employer  by  its  own  employees.  See,  29 
U.S.C.  Sections  101-105,  113  (1976).  Section  4 of 
the  Norris-LaGuardia  Act  specifically  prohibited  fed- 
eral court  injunctions  against  single  or  organized  em- 
ployees engaged  in  enumerated  activities  “growing 
out  of  a labor  dispute . ” 29  U . S . C . Section  1 04  ( 1 976) . 
The  Act’s  intended  effect  with  respect  to  the  antitrust 
laws  was  stated  in  Section  5,  which  declared  that  no 
injunction  may  issue  on  the  ground  that  “any  of  the 
persons  participating  or  interested  in  a labor  dispute 
constitute  or  are  engaged  in  an  unlawful  combination 
or  conspiracy  because  of  the  doing  in  concert  of  the 
acts  enumerated”  in  Section  4.29  U.S.C.  Section  105 
(1976). 

In  the  National  Labor  Relations  Act  of  1935  (NLRA), 
Congress  expanded  the  organizational  rights  of  labor, 
expressly  recognizing  employees’  rights  to  organize  in 
unions,  to  bargain  collectively,  and  to  engage  in  con- 
certed actions.  29  U.S.C.  Section  157,  158,  163  (1976). 
Congress  also  established  the  National  Labor  Relations 
Board  (NLRB)  to  regulate  labor-management  rela- 
tions. The  NLRA,  and  various  rules  and  decisions  of 
the  NLRB,  contain  elaborate  provisions  whereby  an 
employee  group  may  petition  the  NLRB  for  certifi- 
cation as  a labor  organization  entitled  to  engage  in 
collective  bargaining  on  behalf  of  an  appropriately  de- 
fined “bargaining  unit”  of  employees.  Moreover,  the 
NLRA  requires  compulsory  collective  bargaining  with 
respect  to  certain  matters,  and  establishes  a certified 
organization  as  the  exclusive  negotiating  representa- 
tive for  the  entire  bargaining  unit.  See,  29  U.S.C. 
Section  158,  159  (1976). 

The  courts  have  held  that  a “labor  dispute”  within 
the  meaning  of  the  Norris-LaGuardia  Act  must  grow 
out  of  labor  relations,  which  implies  the  existence  of 
a bona  fide  employer-employee  relationship.  To  suc- 
cessfully invoke  the  statutory  labor  exemption  the  an- 
titrust defendant  must  demonstrate:  (1)  that  the  dis- 
puting parties  stand  in  the  relationship  of  employer 
and  employee,  and  that  the  dispute  affects  some  aspect 
of  that  relationship;  or  (2)  that  the  employer-employee 
relationship  of  other  parties  constitutes  the  crux  of  the 
dispute  which  precipitated  the  antitrust  claim.  Con- 
certed actions  relating  to  controversies  upon  which  an 

continued  on  page  30 
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No  Need  to  Feel 
Helpless,.. 


Few  things  elicit 
feelings  of  depression, 
rage,  helplessness  and 
exasperation  as  thor^ 
oughly  as  receiving  suit 
papers  for  a malpractice 
claim.  This  physician 
suffered  just  such  an 
unpleasant  experience... 
but  his  odds  of  winning 
were  better  than  most. 
Why?  Because  his  profes' 
sional  liability  insurance 
carrier  is  Insurance 
Corporation  of  America. 

The  circumstances  of 
this  claim  could  occur  and 
have  occurred  in  operating 
rooms  and  doctors’  offices 
everywhere.  A routine 
surgical  procedure  went 
sour  when,  for  no 
apparent  reason,  the 
patient  suffered  a cardiac 
arrest.  Prompt  and  proper 
attempts  at  resuscitation 
failed.  Our  physician  was 
sued  along  with  other 


During  discovery,  information 
was  released  indicating  the  pa- 
tient had  previously  undergone 
similar  surgery  under  anesthesia 
ivithout  incident.  Because  of 
ICA’s  diligence  and  our  willing- 
ness to  exhaust  all  legal  remedies, 
the  jury  vas  allowed  to  hear  the 
autopsy  report  as  well  as  the 
patient’s  past  medical  history. 
Those  defendants  who  settled 
quickly  never  had  an  oppor- 
tunity to  present  that  evidence. 
And  ultimately  our  insured  was 
exonerated. 


surgeons  in  the  operating  room,  the 
primary  care  physician,  the  anesthe- 
siologist and  the  hospital. 

Subsequent  to  surgery,  it  was 
determined  the  patient  had  arrested  as  a 
result  of  an  allergic  reaction  to  the 
anesthesia.  Unlike  other  carriers 
involved,  who  settled  quickly  to  avoid 
costly  "death  incident"  litigation,  ICA 
recognized  our  physician  was  not  at  fault. 
Fortunately  for  him,  ICA  is  dedicated  to 
the  strongest  claims  defense  possible. 
And  because  ICA  also  understands  that  a 
doctor’s  most  valuable  asset  is  his 
reputation,  protecting  it  becomes  our 
bottom  line. 

So  ICA  and  the  doctor  fought  alone  — 
and  at  ICA’s  expense.  ICA  in-house 
attorneys  screened  and  selected  local 
defense  attorneys  skilled  in  malpractice 
cases  and  familiar  with  the  judicial 
climate  of  the  region.  Then,  they  planned 
strategy,  investigated  the  facts,  and 
monitored  the  defense. 


What  does  this  mean  to  the  doctor? 
He  leaves  the  courtroom  with  his 
reputation,  his  policy  limits  and  his 
checkbook  intact,  all  because  of  his 
partnership  with  ICA,  where  we  put 
reputation,  principles  and  dignity  ahead 
of  the  quick  fix.  The  reason  why? 
Because  ICA  is  people  who  care.  Period. 


lOV 


People  Who  Care 


INSURANCE  CORPORATION  OF  AMERICA 
Houston,  Texas  713(871-8100) 


Legal  Implications  of  Physician  Unionization 
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employer-employee  relationship  has  no  bearing  are  en- 
titled to  no  immunity. 

Therefore,  when  independent  businessmen  or 
professionals  combine,  even  in  the  form  of  a labor 
organization,  they  may  not  invoke  the  statutory  labor 
exemption  to  immunize  conduct  in  restraint  of  trade, 
since  their  activities  are  undertaken  to  enhance  their 
entrepreneural  interests  rather  than  to  affect  some  em- 
ployer-employee relationship. 

Alternative  Strategies  to  Promote  Fair 
Representation 

Although  there  are  certain  activities  in  which  an 
association  or  group  may  not  engage  without  incurring 
undue  antitrust  risks,  physicians  and  medical  societies 
may  take  constructive  actions  to  optimize  physician 
input  into  some  kinds  of  fee  schedule  determination, 
and  many  programs  designed  to  ensure  quality  of,  and 
access  to  medical  care.  Such  actions  may  include  cer- 
tain initiatives  in  the  private  sector,  as  well  as  efforts 
to  influence  public  authorities  in  a manner  favorable 
to  physicians’  viewpoints. 

Two  primary  means  exist  by  which  independently 
practicing  physicians  may  maximize  their  bargaining 
strength  in  negotiations  with  third-party  payors  and 
purchasers  while  minimizing  their  exposure  to  risks  of 
antitrust  liability.  Participation  in  certain  types  of  Pre- 
ferred Provider  Organizations  (PPOs)  and  Independent 
Practice  Associations  (IPAs),  although  not  productive 
of  complete  parity  of  bargaining  positions  between 
physicians  and  payors,  enable  physicians  to  avoid  se- 
rious risks  of  per  se  liability  and  may  withstand  scru- 
tiny under  the  rule  of  reason  if  appropriately  structured. 

In  PPO  arrangements,  physicians  negotiate  fee 
schedules  for  medical  services  and  peer  review/utili- 
zation review  standards  and  procedures  that  serve  to 
regulate  cost  and  quality  of  care.  “Brokerage”  model 
PPOs  — i.e.,  those  structured  around  and  controlled 
by  an  independent  intermediary  that  negotiates  bilat- 
eral contracts  between  payors  or  purchasers  and  in- 
dividual providers,  integrated  group  practices,  profes- 
sional corporations  and  institutions  employing  salaried 
staff  — afford  an  optimal  combination  of  enhanced 
physician  bargaining  strength  and  limited  antitrust  ex- 
posure. 

IPA  arrangements  also  facilitate  physician  input  with 
respect  to  fees  and  quality  assurance  measures.  By 


virtue  of  their  integration  of  service  and  insurance! 
functions,  many  IPA  models  have  significant  procom-5 
petitive  potentials  that  may  well  preclude  per  se  con-T 
demnation  of  fee  setting  by  participating  physicians^ 
Notwithstanding  doubts  created  by  recent  conflicting! 
lower  court  decisions,  it  appears  that  physician  fee^ 
determination  under  closed-panel  IPA  models  in  par- 
ticular, will  be  upheld  as  reasonable  in  light  of  the 
substantial  business  risks  underwritten  by  physicians  i 
in  many  of  these  arrangements.  * 

To  the  extent  that  physicians  are  willing  to  forego  t 
the  advantages  of  solo  and  small  group  practice,  an- 
other strategy  for  increasing  bargaining  power  with  ij 
manageable  antitrust  risk  is  to  consolidate  individual  _ 
practices  into  larger  group  practice  partnerships  andl 
corporations. 

Depending  on  the  degree  of  concentration  prevailing  j 
in  the  local  medical  services  market,  the  merger  of  li 
existing  individual  and  group  practices  may  proceed  ^ 
unhindered  by  antitrust  intervention  until  relatively  large  ij 
physician  enterprises  predominate.  As  unitary  eco-  ■ 
nomic  enterprises,  such  merged  ventures  would  be  free  i 
to  establish  uniform  fees  subject  only  to  the  strictures  i 
of  Section  2 of  the  Sherman  Act,  which  deals  with  i 
abuse  of  monopoly  power. 

The  escalation  of  health  care  costs  in  recent  years  i 
is  unacceptable  to  business  and  government.  There-  ■ 
fore,  it  is  inevitable  that  efforts  will  be  made  to  control  1 
or  reduce  these  rising  costs.  The  business  community  * 
intends  to  reduce  its  own  health  care  costs  with  or  ' 
without  medicine’s  participation.  By  jointly  partici-  ■ 
pating  in  coalitions,  however,  medicine,  business  and^ 
other  concerned  groups  can  develop  solutions  which  ij 
do  not  diminish  the  quality  or  availability  of  health  i= 
care.  Id.  AM  A pgs.  54-56. 


Summary 

A review  of  the  above  material  should  make  it  plain 
that  there  is  no  legal  method  for  a large  group  of 
private,  practicing  physicians  to  organize  and  negotiate 
fees  with  any  semblance  to  the  power  of  labor  unions. 
Antitrust  and  labor  laws  make  such  attempts  illegal.  ' 
On  the  other  hand,  PPOs,  IPAs,  and  various  other 
strategies  can  be  somewhat  helpful.  However,  even 
with  these  types  of  organizations,  the  legal  structure, 
corporate  bylaws,  board  resolutions  and  subjects  ofj 
meetings  must  be  carefully  planned  and  continually, 
monitored.  Otherwise,  the  time,  effort  and  money  spent 
on  the  endeavor  may  be  futile.  S 
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THE  ARMY  RESERVE 
OFFERS  NEW  FINANCIAL 
INCENTIVES  FOR  RESIDENTS. 


If  you  are  a resident  in  Anesthesiology 
or  Surgery*,  the  Army  Reserve  has  a new 
and  exciting  opportunity  for  you.  The  new 
Specialized  Training  Assistance  Program 
will  provide  you  with  financial  incentives 
while  you’re  training  in  one  of  these 
specialties. 

Here’s  how  the  program  can  work  for 
you.  If  you  qualify,  you  may  be  selected  to 
participate  in  the  Specialized  Training 
Program.  You’ll  serve  in  a local  Army 
Reserve  medical  unit  with  flexible  schedu- 
ling so  it  won’t  interfere  with  your  residency 


training,  and  in  addition  to  your  regular 
monthly  Reserve  pay,  you’ll  receive  a 
stipend  of  $678  a month. 

You’ll  also  have  the  opportunity  to 
practice  your  specialty  for  two  weeks  a year 
at  one  of  the  Army’s  prestigious  Medical 
Centers. 

Find  out  more  about  the  Army 
Reserve’s  new  Specialized  Training 
Assistance  Program. 

Call  or  write  your  US  Army  Medical 
Department  Reserve  Personnel  Counselor: 


ARMY  HEALTH  CARE  TEAM 
2100  16th  AVE.  SOUTH 
SUITE  207 

BIRMINGHAM,  AL  35205 
(205)  930-9719  COLLECT 


* General,  Orthopaedic,  Neuro,  Colon/Rectal,  Cardio/Thoracic, 
Pediatric,  Peripheral/Vascular,  or  Plastic  Surgery. 


ARMY  RESERVE  MEDICINE.  BE  AUYOU  CAN  BE 


ALABAMA 

MEDICINE 

CLASSIFIED 


Classified  advertising  is  $27.00  for  30  words  or  less, 
plus  25  cents  for  each  additional  word,  payable  in 
advance.  Classified  displays  are  $25.00  per  column 
inch.  Ad  box  number  can  be  substituted  for  formal 
addresses  upon  request  at  a cost  of  $5 . Copy  deadline 
is  6 weeks  preceding  date  of  publication.  Send  copy 
to;  Advertising  Manager,  ALABAMA  MEDICINE, 
P.O.  Box  1900,  Montgomery,  Alabama  36102-1900. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities.  Faculty  appointment 
with  Family  Practice  Center  at  University  of  Alabama  if  qualified. 
Salary  of  $50,000  to  $65,000  guaranteed.  Generous  fringe  benefits 
include  life,  disability,  health,  retirement,  and  malpractice  insur- 
ance, two  weeks  continuing  education,  and  three  weeks  annual 
leave.  All  equipment,  including  X-ray  and  lab,  furniture,  and 
supplies  provided.  Management  services  including  personnel,  pay- 
roll, tax  reports,  and  billing  provided.  If  invited  to  visit,  all  ex- 
penses will  be  paid.  All  moving  expenses  covered.  Write  Health 
Development  Corporation,  P.  O.  Box  1486,  Tuscaloosa,  Alabama 
35403,  or  telephone  A1  Fox,  collect,  at  758-7545  for  more  infor- 
mation. 


EMERGENCY  MEDICINE  — Immediate  opportunity  for  ER  Staff 
Physicians  and  Director  in  Southern  Alabama,  at  government  fa- 
cility. Excellent  compensation.  Additional  openings  available  in 
South  Carolina,  Kentucky,  and  Missouri.  Call  collect  (717)  825- 
2500  or  send  C.V.  to  AES,  Inc.,  P.O.  Box  2510,  Wilkes-Barre, 
PA  18703. 


FAMILY  PRACTICE  CLINIC  need  additional  physicians  to  begin 
immediately.  Guarantee  salary  with  incentive  bonus.  Malpractice 
insurance.  Little  night  call.  Wide  variety  of  adult  and  pediatric 
patients.  Flexible  schedule  allows  time  for  family  or  other  interests. 
Contact  R.  Robbins  (205)  353-6874.  Send  CV  to  R.  Robbins, 
P.O.  Box  5294,  Decatur,  AL  35601. 


PRACTICES  FOR  SALE  — Birmingham,  Mobile,  Huntsville  — 
high  quality,  grossing  $300,000  -I- , located  in  very  desirable  areas, 
excellent  staffs,  great  opportunities.  Call  Aftco  Associates  (205) 
985-3004  or  write  to  300  Riverchase  Galleria,  Suite  800,  Bir- 
mingham, AL  35244. 


PSYCHIATRIST:  CMHC  seeking  full-time  board  eligible  psy- 
chiatrist to  serve  as  Medical  Director  for  a comprehensive  3-county 
MHC  located  in  NE  Alabama.  Has  well  developed  liaisons  with 
state  hospitals,  courts,  other  service  providers  and  recent  expansion 
of  its  child  day  care  and  outpatient  alcohol  services.  Salary  com- 
petitive and  excellent  work  environment.  Convenient  location  of- 
fers advantage  of  temperate  climate  and  small  urban  or  rural  living 
within  2 hrs.  of  Atlanta,  Chattanooga,  or  Birmingham.  Part-time 
employment  could  be  considered.  For  further  information,  contact 
James  J.  Cody,  ACSW,  901  Goodyear  Ave.,  Gadsden,  AL  35903. 
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PRACTICE  SALES  AND  APPRAISALS  — Aftco  Associates, 
established  in  1968,  is  the  largest  national  firm  specializing  in 
appraising  and  selling  health  care  practices.  On-site  appraisals 
optional.  Appraisal  fee  applied  toward  seller  commission,  if  sale  f 
desired.  35  offices  nationwide  to  serve  you.  Contact  Aftco  As-n 
sociates,  3000  Riverchase  Galleria,  Suite  800,  Birmingham,  AL  1 
35244  (205)  985-3004. 


/ 


FPs  & IMs  DESPERATELY  NEEDED  IN  BIRMINGHAM, 
MONTGOMERY,  AND  TUSCALOOSA.  Compensation  & ben- 
efits more  than  competitive.  Send  CV  to  POB  6002,  Tuscaloosa, 
AL  35405. 


$250K  GUARANTEED  HRST  YEAR  FOR  ORTHOPAEDIC 
SURGEON.  Located  in  lovely  town  of  20,000  (83,000  in  County) 
less  than  one  hour  from  large  metropolitan  city.  Office  and  fur- 
nishings state-of-the-art.  Solo  practice  with  coverage.  Send  CV  to 
POB  6002,  Tuscaloosa,  AL  35405. 


$5,000-$60,000:  FOR  PHYSICIANS  UNSECURED  Signature 
Loans.  Available  for  Debt  Consolidation,  Investments,  Tuition, 
Relocations,  Purchase  of  Medical  Practices  or  any  need  including 
Taxes.  No  points  or  fees.  Competitive  rates.  Level  payments  up 
to  six  years.  No  prepayment  penalty.  For  application  call  Toll  Free 
1-800-331-4952,  Dept.  114,  MediVersal. 


NATCHEZ,  MISSISSIPPI  — Seeking  director,  full-time  and  part- 
time  emergency  department  physicians  for  101  bed  hospital.  At- 
tractive compensation,  full  malpractice  insurance  coverage,  and 
benefit  package  available.  Contact:  Emergency  Consultants,  Inc.,  i 
2240  S.  Airport  Rd.,  Room  9,  Traverse  City,  MI  49684;  1-800- 
253-1795  or  in  Michigan  1-800-632-3496. 


PRIMARY  CARE  CLINICS:  Family  Practice  physicians  are  needed  i 
for  primary  care  clinics  in  Anniston  and  Huntsville,  Alabama. 
Visits  are  scheduled  by  appointment  averaging  25  to  30  patients 
per  day  per  physician.  Clinic  hours  are  8:00  a.m.  to  5:00  p.m. 
Monday  through  Friday.  Annual  reimbursement  of  $75,000  plus 
(based  on  a 40-hour  week  and  physician’s  performance),  high- 
limit  occurrence  malpractice  insurance  offered,  allowance  for  CME, 
professional  dues,  state  licensing  fee  and  relocation  expenses.  For 
complete  details,  contact  Ben  Hatten,  Spectrum  Emergency  Care, 
P.O.  Box  27352,  St.  Louis,  MO  63141;  1-800-325-3982,  exten- 
sion 3004. 


EMERGENCY  MEDICINE  — Emergency  Department  group  seeks 
additional  full-time  physician  for  a major  hospital  (58,000  -I-  visits 
annually).  Competitive  compensation.  Applicants  should  be  BC/ 
BE  in  a primary  care  specialty  or  have  comparable  experience. 
ACLS/ATLS  preferred.  Reply  with  CV  to  Medical  Director, 
Huntsville  Emergency  Medical  Associates,  Huntsville  Hospital, 
101  Sivley  Road,  Huntsville,  AL  35801. 


FAMILY  PHYSICIAN  — BC/BE  to  join  solo  internist.  Rural 
community  near  University  of  Alabama.  JCAH  Hospital.  60K, 
fringes.  Early  partnership.  J.  Lammers,  M.D.,  Box  670,  Reform, 
AL  35481.  (205)  375-6251. 


FULL-TIME  FACULTY  POSITION:  Assistant/Associate  Profes- 
sor of  general  internal  medicine  with  or  without  subspecialty  qual- 
ifications. Tuscaloosa  Program,  University  of  Alabama,  School 
of  Medicine.  EEOC/AA  Employer.  Contact:  MK  Kunze,  Depart- 
ment of  Internal  Medicine,  University  of  Alabama,  Box  870326, 
Tuscaloosa,  AL  35487-0326.  Telephone:  (205)  348-1334. 
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Doctor,  does  you  spouse  belong  to  a County  Med- 
ical Auxiliary?  Does  your  county  even  have  a 
County  Medical  Auxiliary?  Our  State  Auxiliary’s 
greatest  treasures  are  our  County  Auxiliaries  and  their 
members.  This  is  where  many  of  our  projects  are  in- 
itiated; where  much  of  the  work  gets  done;  and  where 
such  good  is  accomplished  that  your  State  Officers  and 
Chairmen  can  make  glowing  reports  to  the  Medical 
Association  of  the  State  of  Alabama,  and  to  the  Amer- 
ican Medical  Association  Auxiliary.  Therefore,  our 
first  goals  this  year  are  to  increase  membership  in  our 
established  county  auxiliaries,  to  increase  at-large 
members,  and  to  encourage  new  auxiliaries  in  counties 
that  presently  do  not  have  an  auxiliary. 

The  American  Medical  Association  Auxiliary  is  a 
nationwide,  volunteer  organization  of  80,000  physi- 
cians’ spouses  dedicated  to  helping  people  achieve  and 
maintain  healthy  lifestyles.  Primary  focuses  are  com- 
munity health  projects,  such  as  the  national  “Shape 
Up  for  Life”  campaign  to  encourage  good  health  hab- 
its; legislative  activities  to  assist  the  AMA  and  state 
and  county  medical  associations  in  encouraging  tort 
reform  to  halt  the  increasing  threat  of  professional 
liability;  fund-raising  for  the  AMA  Education  and  Re- 
search Foundation  to  ensure  quality  in  education  and 
school  facilities  for  medical  students;  public  relations 
for  the  medical  profession  and  support  for  medical 
spouses  and  families.  Successful  implementation  of 
these  programs  is  possible  only  through  the  coopera- 


tive endeavors  of  county,  state,  and  national  organi- 
zations, each  with  its  own  range  of  activities  and  uni- 
fied goals. 

The  national  organization  provides  booklets  on  the 
special  concerns  of  physicians’  spouses,  programs  to 
help  improve  health  and  the  quality  of  life,  leadership 
training,  legislative  information,  and  the  Professional 
Skills  Development  (PSD)  program,  a centralized  sys- 
tem for  documenting  volunteer  skills.  The  state  aux- 
iliaries serve  as  coordinating  bodies,  providing  service 
to  the  medical  profession  by  promoting  its  programs, 
contact  with  members  within  the  state  by  newsletters, 
workshops,  annual  meetings,  and  assistance  and  di- 
rection for  county  programs.  The  county  organization 
provides  public  relations  for  the  medical  profession, 
direct  service  for  community  health  projects,  volun- 
teers to  assist  the  medical  society,  and  support  systems 
for  physicians  and  their  families  through  service  and 
fellowship.  We  know  that  we  need  your  spouse  in  our 
organization.  We  think  that  your  spouse  will  enjoy 
being  a part  of  our  organization,  and  will  profit  per- 
sonally from  membership  in  it. 

The  American  Medical  Association  Auxiliary  sug- 
gests these  ideas  to  increase  membership,  or  to  retain 
present  members: 

1.  Conduct  a survey  to  determine  each  member’s  in- 
terests and  talents.  Use  this  information  to  plan 
programs  and  projects,  for  spouses  will  be  more 
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inclined  to  participate  when  their  interests  are  con- 
sidered. 

2.  Make  new  members  feel  welcome,  and  a part  of 
the  auxiliary.  Spotlight  them  in  the  auxiliary  news- 
letter; send  notes  to  thank  them  for  joining;  and  use 
a “buddy  system”  to  have  an  existing  member 
escort  them  to  meetings. 

3.  Encourage  spouses  with  careers  to  be  involved  by 
placing  minimum  demands  on  their  time.  Assign 
them  important  short-term  tasks  so  they  can  feel 
part  of  the  auxiliary. 

4.  Use  a telephone  committee  to  contact  members 
about  upcoming  meetings  and  programs. 

5.  Have  a support  group  for  spouses,  not  to  provide 
therapy,  but  to  establish  a forum  of  friendship  and 
support  for  the  unique  needs  of  medical  families. 

In  searching  for  treasure,  I am  writing  to  the  Medical 
Societies  of  the  following  counties  to  see  if  they  would 
like  us  to  help  organize  a county  auxiliary  for  their 
medical  society:  Baldwin,  Barbour,  Bibb,  Bullock, 
Butler,  Chambers,  Chilton,  Choctaw,  Clarke,  Clay, 
Cleburne,  Conecuh,  Coosa,  Covington,  Crenshaw, 


Dale,  Dallas,  Escambia,  Fayette,  Greene,  Henry,  La-1 
mar.  Limestone,  Lowndes,  Macon,  Marengo,  Marion,! 
Marshall,  Monroe,  Perry,  Randolph,  St.  Clair,  Shelby,! 
Sumter,  Washington,  Wilcox,  and  Winston.  If  they! 
do,  we  will  ask  for  names  of  spouses  to  contact  inj 
these  counties.  If  they  do  not,  we  will  go  no  further. 
After  all,  we  are  a Medical  AUXILIARY.  We  exist 
as  a source  of  help  and  support  for  the  physician,  for 
the  medical  family,  and  for  the  health  of  these  and  the 
community  at  large.  Through  our  relationship  with  the 
American  Medical  Association  and  its  Auxiliary,  with 
the  help  of  its  publications  and  its  training  programs, 
we  can  increase  our  knowledge  of  health  problems  and 
then  take  action  to  try  to  resolve  some  of  these  prob-| 
lems.  With  your  help,  we  will  have  “Knowledge  First 
— Then  Action!” 


AFFORDABLE  TERM  LIFE  INSURANCE  - 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non-decreasing  graded 
premium  life: 

MALE  AGES 

25 
30 
35 
40 
45 
50 
55 
60 
65 

Renewable  to  age  100.  Female  rates  same  as  males  four  years  younger.  All  coverage 
provided  by  companies  rated  “A+  ” by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send  your  date  of  birth  and  amount 
of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  Cottage  Hill  Road  • Suite  201  • Mobile,  AL  36606  • (205)  476-1737 

Above  rates  are  provided  by  KentucKy  Central  Life  and  Jackson  National  Life 


$250,000 

187.50 

197.50 

202.50 

225.00 

282.50 

387.50 

542.50 

875.00 
1,550.00 


$500,000 

325.00 

345.00 

355.00 

400.00 

490.00 

700.00 

1.035.00 

1.700.00 
3,000.00 


$1,000,000 

450.00 

500.00 

550.00 

640.00 

860.00 

1.040.00 

1.530.00 

2.760.00 

5.040.00 


I 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 


Contraindications:  VASOTEC*  (Enalapril  Maleate,  MSD)  is  conliaindicaled  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patientsIreatedwithACEinhibitors.includingVASOTEC  Insuch  cases,  VASOTECshouldbeprompIlydiscontinued and  the 
patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips, 
the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms 
Angioedema  associated  with  laryngeal  edema  may  be  latal  Where  there  is  involvement  ol  the  tongue,  glottis,  or 
larynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  eg.,  subcutaneous  epinephrine  solution 
1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE  REACTIDNS ) 

Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASDTEC  alone  Hearl 
failure  patients  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  wilh  the  first  dose,  but 
discontinuation  of  therapy  for  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions 
are  followed:  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRATION ) Patients  al 
risk  lor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart  failure,  hyponalremia, 
high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or 
salt  depletion  of  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  heart  failure  patients),  reduce  the 
diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASDTEC  in  patients  at  risk  lor  excessive 
hypotension  who  are  able  lo  tolerate  such  adiustments  (See  PRECAUTIDNS,  Drug  Interactions  and  ADVERSE  REAC- 
TIONS.) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision 
and  such  patients  should  be  followed  closely  lor  the  first  two  weeks  ol  treatment  and  whenever  the  dose  of  enalapril 
and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  ischemic  hearl  disease  or  cardiovascular 
disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial  infarction  or  cerebrovascular  accident 
If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  supine  position  and,  it  necessary,  receive  an  intrave- 
nous infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a contraindication  lo  lurlher  doses  ol  VASDTEC, 
which  usually  can  be  given  without  difliculty  once  the  blood  pressure  has  stabilized.  It  symptomatic  hypotension 
develops,  a dose  reduction  or  discontinuation  ol  VASOTEC  or  concomitant  diuretic  may  be  necessary 
Neulropenia/Agranulocylosis.  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially  if  they 
also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insutlicient  to  show  that  eoalapril 
does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  of  neutropenia 
or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannol  be  excluded  Periodic  monitoring  of  while  blood  cell 
counts  in  patients  wilh  collageh  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General.  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  wilh  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  fhe  renin-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the  first 
lew  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  appareni  preexisling  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASDTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  to  occur  m patients  with  preexisting  renal  impairment  Dosage  reduc- 
tion and/or  discontinuation  ot  the  diuretic  and/or  VASDTEC  may  be  required 

Evaluation  at  patients  with  hypertension  or  heart  taiiure  shouid  aiways  inciude  assessment  ot  renal 
tunction.  (See  ODSAGE  AND  ADMINISTRATIDN ) 

Hyperkalemia.  Elevated  serum  potassium  (>  5.7mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients  in 
clinical  Inals  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  hearl  failure,  hyperkalemia  was 
observed  in  3 8%  ol  patients,  but  was  not  a cause  lor  discontinuation 

Risk  factors  lor  the  development  of  hyperkalemia  include  renal  insufticiency,  diabetes  mellilus,  and  the  concomitant  use 
ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  subslilules,  which  should 
be  used  cautiously  it  at  all.  with  VASDTEC  (See  Dnjg  Inleraclions  ) 

SurgerylAnesthesia  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  II  hypotension  oaurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Palienis 

Angioedema  Angioedema,  including  laryngeal  edema,  may  oaur  especially  lollowing  the  first  dose  ol  enalapril 
Palients  should  be  so  advised  and  told  lo  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swelling 
ol  lace,  extremities,  eyes,  lips,  tongue,  dilticulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have 
consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lighlheadedness  especially  during  Ihe  first  tew  days  ol  therapy  II 
actual  syncope  occurs,  Ihe  patients  should  be  told  lo  discontinue  Ihe  drug  until  they  have  consulted  with  Ihe  prescribing 
physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 

pressure  because  ol  reduction  in  fluid  volume  Dlher  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  also 

lead  to  a fall  in  blood  pressure,  palienis  should  be  advised  lo  consull  with  Ihe  physician 

Hyperkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  Iheit 

physician 

Neutropenia  Patients  should  be  told  lo  report  promptly  any  indication  ol  inleclion  (e  g , sore  throat,  lever)  which  may  be 
a sign  ol  neulropenia 

NDTE  As  with  many  olher  drugs,  cerlain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  inlormalion  is 
intended  lo  aid  in  the  sale  and  effective  use  ol  Ihis  medication  It  is  not  a disclosure  ol  all  possible  adverse  or  intended 
eltects 

Drug  Inleraclions 

Hypotension  Palienis  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  alter  initiation  ol  therapy  with 
enalapril  The  possibility  ol  hypotensive  ellecis  with  enalapril  can  be  minimized  by  either  discontinuing  the  diuretic  or 
inaeasing  the  salt  intake  prior  to  initiation  ol  IrealmenI  with  enalapril  II  it  is  necessary  lo  continue  the  diuretic,  provide 
close  medical  supervision  alter  the  initial  dose  lor  al  least  two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an 
additional  hour  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION ) 

Agents  Causing  Renin  Release  The  anlihypertensive  efiect  ol  VASOTEC  is  augmented  by  antihyperlensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomilanily  with  bela-adienetgic-blocking  agents,  melhyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine  prazosin  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Senjm  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diuretics  Potas- 
sium-sparing diuretics  (e  g , spironolactone  Inamlerene.  ot  amilonde).  potassium  supplements,  or  potassium-con- 
laming  salt  subslilules  may  lead  lo  signilicam  increases  in  serum  potassium  Therelore.  il  concomitant  use  ol  these 
agents  is  indicated  because  ol  demonstrated  hypokalemia  they  should  be  used  with  caution  and  with  Irequenl  monitor- 
ing ot  serum  potassium  Polassium-spanng  agents  should  generally  not  be  used  in  patients  with  hearl  failure  receiving 
VASOTEC 

Lithium  A few  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving  concomitant  VASOTEC  and  lithium  and 
were  reversible  upon  discontinuation  ^ both  drugs  Although  a causal  relalionship  has  nol  been  established,  it  is  recom 
mended  that  caution  be  exerased  when  lithium  is  used  concomitantly  with  VASOTEC  and  serum  lithium  levels  should  be 
monitored  frequently 


Pregnancy-  Category  C.  There  was  no  leloloxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ol  enalapril 
(333  times  Ihe  maximum  human  dose)  Fetotoxicity  expressed  as  a decrease  in  average  letal  weight,  occurred  in  rats 
given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline  Enalapril  was 
nol  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  al  doses  ot  t mg/kg/day  or 
more  Saline  supplementation  prevented  the  maternal  and  letal  toxicity  seen  al  doses  ot  3 and  10  mg/kg/day,  but  not  al 
30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  louno  to  cross  the  placenta  lollowing  administration  ol  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  VASOTEC®  (Enalapril  Maleate,  MSD)  should  be 
used  during  pregnancy  only  il  Ihe  potential  benefit  justifies  the  potential  risk  lo  Ihe  fetus 
Nursing  Mothers  Milk  in  lactaling  rats  contains  radioactivity  following  administration  of  ”0  enalapril  maleale  II  Is  not 
known  whether  this  drug  is  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milk,  caution  should  be 
exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  patients,  including  over  lOOO 
palienis  treated  tor  one  year  or  more  V.ASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical  Inals 
involving  298/  patients 

Hypertension  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%),  dizziness 
(4  3%).  andtatigue  (3%), 

Olher  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1,4%),  nausea  (1 4%).  rash  (14%),  cough  (1,3%),  orthostatic  effects  (12%),  and  asthenia  (1 1%) 

Hearl  Failure  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizziness 
(79%).  hypotension  (6  7%),  orthostatic  effects  (2.2%),  syncope  (2  2%).  cough  (2,2%),  chest  pain  (2.1%),  and  diarrhea 
(2 1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and  uncon- 
trolled clinical  trials  were:  laligue  (1.8%),  headache  (1.8%),  abdominal  pain  (16%),  asthenia  (1 6%),  orthostatic  hypo- 
tension (1 6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1 3%),  vomiting  (1 3%),  bronchitis  (1 3%),  dyspnea 
(1 3%).  urinary  tract  infection  (1.3%),  rash  (1 3%).  and  myocardial  infarction  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  tht  drug  was  marketed  or  adverse  experiences  occurring  in 

0 5%  lo  1%  ol  patients  wilh  hypertension  or  hearl  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Myocardial  inlarction  or  cerebrovascular  accident,  possibly  secondary  lo  excessive  hypotension  in 
high-risk  patients  (see  WARNINGS.  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  infarction,  rhythm  distur- 
bances. atrial  fibrillation,  palpitation 

Digestive.  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice,  melena,  anorexia,  dyspepsia,  constipation,  glossitis 
NervousiPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  lailure,  oliguria,  renal  dysfunction  (see  PRECAUTIDNS  and  DDSAGE  AND  ADMINISTRATIDN).  pros- 
tate hypertrophy. 

Respiratory  Bronchospasm,  rhinorrhea,  asthma,  upper  respiratory  infection 
Skin.  Herpes  zoster,  pruritus,  alopecia,  flushing,  photosensitivity, 

Olher  Muscle  cramps,  hyperhidrosis,  impotence,  blurred  vision,  taste  alteration,  tinnitus 
A symptom  complex  has  been  reported  which  may  include  fever,  myalgia,  and  arthralgia,  an  elevated  erythrocyte  sedi- 
mentation rate  may  be  present  Rash  or  other  dermatologic  manifestations  may  occur  These  symptoms  have  disap- 
peared after  discontinuation  of  therapy 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASDTEC  (0.2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  II  angioedema  of  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs.  Ireal- 
ment  with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy 
in  0.1%  ol  hypertensive  patients.  In  heart  lailure  palienis,  hypotension  occurred  in  6 7%  and  syncope  occurred  in  2 2% 

01  patients  Hypotension  or  syncope  was  a cause  tor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  hearl  failure 
(See  WARNINGS ) 

Clinical  Laboratory  Test  Findings. 

Serum  Elecirolyles.  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine.  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creati- 
nine. reversible  upon  discontinuation  ot  therapy,  were  observed  in  about  0,2%  ol  patients  with  essential  hypertension 
treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  palients  receiving  concomitant  diuretics  or  in  patients 
with  renal  artery  stenosis,  (See  PRECAUTIONS.)  In  patients  with  hearl  failure  who  were  also  receiving  diuretics  with  or 
without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ol 
VASOTEC  and/or  olher  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea 
nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ot  patients 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hemalocril  (mean  decreases  of  approximately  0 3 g % 
and  1 0 vol  %.  respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  but  are 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  0 1%  ol  patients  discon- 
tinued therapy  due  lo  anemia 

Olher  (Causal  Relationship  Unknown).  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and  bone 
marrow  depression  have  been  reported 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension.  In  patients  who  are  currently  being  treated  with  a diuretic,  symplomalic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should,  if  possible,  be  discon- 
tinued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) II  Ihe  patieni's  blood  pressure  is  nol  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  Ihe  diuretic  cannol  be  discontinued,  an  initial  dose  of  2 5 mg  should  be  used  under  medical  supervision  lor  al  least  Iwo 
hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRECAUTIONS.  Drug 
Interactions ) 

The  recommended  initial  dose  in  patients  nol  on  diuretics  iS  5 mg  once  a day  Dosage  should  be  adfusted  according  to 
blood  pressure  response.  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  Iwo  divided 
doses  In  some  palienis  treated  once  daily,  the  anlihypertensive  etieci  may  dimmish  toward  Ihe  end  ol  Ihe  dosing  interval 
In  such  patients,  an  increase  in  dosage  or  Iwice-daily  adminislrahon  should  be  considered  II  blood  pressure  is  nol  con- 
trolled with  VASDTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  subslilules,  or  potassium-spar- 
ing diuretics  may  lead  lo  increases  ol  serum  potassium  (see  PRECAUTIONS) 

Dosage  AdiusImenI  in  Hypertensive  Patients  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  with  a creatinine  clearance  >30  mL/min  (serum  creatinine  of  up  lo  approximately  3 mg/dL)  For  patients  with 
crealinine  clearance  s30  mL/min  (serum  creatinine  »3  mg/dL).  Ihe  first  dose  is  2 5 mg  once  daily  The  dosage  may  be 
titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily 

Hearl  Failure  VASOTEC  is  indicated  as  adiunclive  therapy  with  diuretics  and  digitalis  The  recommended  starting  dose  is 

2 5 mg  once  or  twice  daily  Alter  the  inilial  dose  of  VASOTEC,  ihe  palieni  should  be  observed  under  medical  supervision 
lor  al  least  Iwo  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARNINGS  and  PRE  - 
CAUTIONS,  Drug  Interactions ) II  possible.  Ihe  dose  ol  Ihe  diuretic  should  be  reduced,  which  may  dimmish  the  likelihood 
ol  hypotension  The  appearance  ol  hypotension  alter  Ihe  initial  dose  ol  VASOTEC  does  not  preclude  subsequent  careful 
dose  titration  with  the  drug,  following  ellective  management  ol  the  hypotension  The  usual  therapeutic  dosing  range  lor 
the  IrealmenI  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses  The  maximum  daily  dose  is  40  mg  Once-daily 
dosing  has  been  etteclive  in  a conlrolled  study,  but  nearly  all  patients  in  this  study  were  given  40  mg.  Ihe  maximum  rec- 
ommended daily  dose,  and  there  has  been  much  more  experience  with  twice  daily  dosing  In  addilion.  in  a placebo-con- 
trolled study  which  demonstrated  reduced  mortality  in  patients  with  severe  hearl  failure  (NYtiA  Class  IV).  palients  were 
treated  with  2 5 lo  40  mg  per  day  ol  VASOTEC,  almost  always  administered  in  two  divided  doses  (See  CLINICAL  PHAR- 
MACOLOGY. Pharmacodynamics  and  Clinical  Eltects ) Dosage  rnay  be  adjusted  depending  upon  clinical  or  hemody 
namic  response  (See  WARNINGS ) 

Dosage  Adiusimeni  in  Heart  Failure  Patients  with  Renal  Impairment  or  Hyponatremia  In  hearl  failure  patients  with 
hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  -1 6 mg/dL , therapy  should  be  inilialed  al  2 5 mg 
daily  under  close  medical  supervision  (S«  DOSAGE  AND  ADMINISTRATION.  Heart  Failure.  WARNINGS,  and  PRE 
CAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  lo  2 5 mg  b i d . then  5 mg  b i d and  higher  . . ^ p, 

as  needed  usually  al  intervals  oi  lour  days  or  more,  il  al  Ihe  lime  ol  dosage  adiusimeni  there  is  nol  M S U 

excessive  hypotension  or  signilic-int  deterioration  ol  renal  lunchon  The  maximum  daily  dose  is  40  mg  mfrCK 
For  more  detailed  inlormalion.  consull  your  MSD  representative  or  see  Prescribing  Inlormalion  Merck  SH  ARft 
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